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For fewer transfusions ... 


clearer operative field... 


less postoperative nursing... 


drenosem 


SALICYLATE 


(Brand of carbazochrome salicylate) 


The patient, surgical team and nursing staff all benefit when Adrenosem is part SUPPLIED: For oral administration 

of the preoperative routine because it helps maintain capillary integrity. —Tablets: 1 mg. (8.c. orange), bot- 
tles of 50, and 2.5mg. (s.c. yellow), 
| Adrenosem decreases excessive capillary permeability and promotes retraction bottles of 50. Syrup: 2.5 mg. per 5 

of severed capillary ends, thus diminishing excessive bleeding. This conserves cc. (1 tsp.), bottles of 4 oz. 

the patient’s own blood so less is needed from the blood bank. Since the operative For |.M. injection—Ampuls: 5 mg., 

field is clearer, surgical procedures are facilitated and operating time shortened. 1 cc., packages of 5 and 100; 10 

In the postoperative period, reduction in seepage and oozing means fewer calls =——*™&., 2 cc., packages of 5. 


on the nursing staff. 


At recomme:ded dosage levels there are no contraindications. The safety and Write for detailed 
effectiveness of Adrenosem have been proved in over seven years’ use... fifteen literature and dosage 
million doses... . thousands of hospitals. information. 


*U.S. Pat. Nos. 2581850; 2506294 


THE Ss. E. MASSENGILL COMPANY 


Bristol, Tennessee ¢ New York ¢ Kansas City ¢ San Francisco 
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Chefs prepare food on modern Gas equipment in the kitchen of Roanoke Memorial Hospital 


Enough fried chicken for 300 patients . 


in 12 minutes...thanks to GAS 


Modern stainless steel Gas equipment with auto- 
matic controls is the key to fast preparation of 
special and regular diet foods at Roanoke Memorial 
Hospital, Roanoke, Virginia. 

Stainless steel pressure cookers and steam ket- 
tles can cook enough fried chicken in 12 minutes 
to serve 300 patients, after which chicken is 
browned in a Gas-fired deep fat fryer. Automati- 
cally controlled Vulcan Gas equipment—ranges, 
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baking and warming ovens—speed nutritious, tasty 
food to patients and staff with no interruption in 
service for changeover to special diets. 
For information on how Gas can help you mod- 
ernize your food service, call your Gas Company’s 
commercial specialist. He’ll be glad to discuss 
with you the economies and outstanding results 
you get with Gas and modern Gas-fired equipment. 
American Gas Association. 
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(propiony! erythromycin ester laury! sulfate, Lilly) 


MB The high levels, plus prolonged duration of 
antibacterial activity and no decrease in absorption when given 
with food, should provide greater 


therapeutic effectiveness 
1, Griffith, R. S.: Antibiotic Med. & Clin. Therapy, 7:320, 1960. 


Llosone, in its more acid-stable form, eliminates the need 
for an “‘empty stomach”’ for effective antibiotic therapy. 
Food no longer interferes with absorption to any great ex- 
tent. Moreover, enhanced absorption from the intestine 
in comparison with that of older forms of erythromycin 
assures greater certainty of therapeutic response. Thirdly, 
Ilosone is notably safe. In a review of over 20,000 case 


7 | C an expe et more reports, there were no serious side-effects or toxic reactions. 


Summing up: Ilosone works decisively in a wide variety 


rom 


Usual Dosage: 

z qT | For infants and for children under -twenty- 

4 ty-five pounds of body 
OSOr weight, mg. per pound every six hours; for children weighing 
4 twenty-five to fifty pounds, 125 mg. every stx hours. 

| 

gs For adults and for children over fifty pounds, 250 mg. every six 
hours. 

ag In more severe or deep-seated infections, these dosages may be 


doubled. 


Available in Pulvules®, suspension, and drops. 
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A dramatic breakthrough in cleansers for surgical instruments 


Pound for pound, new formula 


SUPER-EDISONITE 


ee 


makes twice as much solution 


as other leading cleansers! 


One package (3 lbs., 2 oz.) of Super-Edisonite makes 200 gallons of full-strength 
cleaning solution! And remember, it’s the cost per gallon of solution you get—not the 
cost per pound of cleanser you buy—that makes the important difference. 


Why guess? We urge you to compare Super-Edisonite with your present old- 
il fashioned dry detergent powder. Compare them for cost per gallon of solution . . . and 
ai your choice will be Super-Edisonite for economy! Compare them for cleaning 
| efficiency, mildness and solubility . . . and discover the significant superiority of 
Super-Edisonite. Any way you judge cleansers, there’s nothing like Super-Edisonite 
for hospital, medical and dental office, clinical, and industrial laboratory use. 


oa Super mild... new low pH of 8.0—New-formula Super- 
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Edisonite has an astonishing low pH of 8.0—substantially 
lower than other cleansers. Kinder and gentler to hands, 
skin and delicate instruments. 


Dissolves 40% faster—even in hardest water—No more 
tiresome mixing. No more hard water problems. Super- 
Edisonite dissolves readily and completely on mild agita- 
tion. Leaves equipment sparkling clean, film-free, and 
streakless. 


A new standard of cleaning efficiency—Special wetting, 
penetrating and blood dissolving agents permit faster, 
more thorough cleaning than ever before. Its super wetting 
efficiency is actually double that of ordinary cleansers. 


Always free flowing—Has greater resistance to caking or 
hardening. Easier to use even under highly humid 
conditions. 


Safe for even the most delicate instruments—Extensive 
laboratory testing proves Super-Edisonite won't tarnish, 
pit or corrode equipment made of stainless steel, chrome, 
nickel, aluminum, glass, rubber, nylon, plastic, porcelain, 
or enamel. Use it with complete confidence. 


Greater economy than ever before—Gallon for gallon, 
Super-Edisonite costs considerably less than most ordi- 
nary cleansers, yet no other product matches its cleaning 


‘power. 
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and. elassware from the makers of Edisonite 


AVAILABLE IN 2 SIZES: 
3 lb. 2 oz. package makes © 
200 gallons ... 1 lb. 
package makes 64 gallons. 


MAIL COUPON FOR 
FREE TEST PACKAGE 


You are invited to personally compare 
Super-Edisonite with the cleanser you 
are now using—and judge its outstand- 
ing superiority for yourself. Complete 
the coupon and mail it today for your 
special test package, sufficient for 12 
gallons of solution. There's no cost or 
obligation. 


s. M. EDISON CHEMICAL COMPANY, INC. 
Chicago 16, Illinois 
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S.M. Edison Chemical Company, Inc. 
2710 South Parkway, Chicago 16, Illinois 


Please send free 3 oz. size Test Sample (makes 12 gallons) oe ° 


new Super-Edisonite for my personal evaluation. 
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aca is not a new miracle- 
is the American 


Collectors Association, an , 


organization representing 2,000 
member agencies known for 
their tried-and-true collection 
methods. For expert 


mendations on your °, 


accounts due, consult 


local ACA member. They 


are well qualified to offer 
_ advice, or even to take 
over full responsibility for your 


local ACA listing in the yellow: 


pages. Why not pick up your 


- phone and talk ta one? He'll fill 


x your prescription...or write | 


American 
Collectors 
Association, Inc. 


5011 EWING AVENUE SOUTH 
MINNEAPOLIS 10, MINNESOTA 


“An Suberaational Association 
of Collection Specialists” 


_ Sept. 25-28—-63rd Annual Meeting. Atlantic City (Convention Hall) 


- 21-23 Kentucky Hospital Association, Lexington (Phoenix Hotel) 


- collections. You’ll find their 


hospital association meetings 


AMERICAN HOSPITAL ASSOCIATION 
NATIONAL MEETINGS 
196] 


Feb. ]1-2—Midyear Conference of Presidents and Secretaries. 
Chicago (AHA Headquarters) 


MEETING AND INSTITUTE 
CALENDAR 
THROUGH JULY 1961 


(American Hospital Association Institutes are in BOLDFACE type. 
Meetings of other hospital associations are in LIGHTFACE type. 
Other organizations in the health field are shown in ITALICS.) 


FEBRUARY 


1-2 Lutheran Hospital Association, Kansas City (Muehlebach 
Hotel) 
2-4 American College of Hospital Administrators, Fourth An- 
nual Congress on Administration, Chicago (Morrison Hotel) 
4-7 American Medical Association, Congress on Medica! Educa- 
tion and Licensure, Chicago (Palmer House) 
7-28 Fourteenth World Health Assembly, New Delhi, India 
8-10 Community Relations for Hospital Auxiliaries, Chicago 
(AHA Headquarters) 
13-16 Association of Operating Room Nurses, San Francisco 
(Whitcomb Hotel) 
13-17 Dietary Department Administration, Okiachoma City (Okla- 
homa-Biltmore Hotel) 
23-25 Louisiana Hospital Association, Shreveport (Captain Shreve * 


Hotel) 

27-Mar. | Management Development, Chicago (AHA Head- 
quarters) 

27-Mar. 3 Nursing Service pieiawetion. Houston, Tex. (Rice 
Hotel) 


MARCH 


3-16 National Health Council, National Health Forum, New York 
City (Waldorf-Astoria) 
8 Hospital Law. Austin, Tex. (Commodore Perry Hotel) 
6-10 Hospital Purchasing, Pittsburgh (Penn-Sheraton Hotel) 

6 Wisconsin Hospital Association, Milwaukee (Schroeder 
Hotel) 
20-22 Personnel Administration (Basic), Chicago (AHA Head. 

quarters) 
20-22 New England Hospital Assembly, Boston (Hotel Statler) 
20-23 Obstetrical Nursing Administration, Los Anceles (Statler 
Hilton Hotel) 


23-24 Georgia Hospital Association, Atlanta (Biltmore Hotel) 
27-232 Methods Improvement (Advanced), Chicago (AHA Head- 
quarters) 


APRIL 


4-7 Ohio Hospital Association, Columbus (Veterans Memorial 
Auditorium) 
5-7 Capital Financing of Hospitals, Chicago (AHA Head- 

quarters) 

10-14 National Leaque for Nursing,:Cleveland (The Arena) 

12-14 Labor Relations, Chicago (AHA Headquarters) 

13-14 Carolinas-Virginias Hospital Conference, Roanoke (Hotel 
Roanoke) 

16-20 Annual Conference of Blue Shield-Blue Cross Plans, Chicago 
(Edgewater Beach Hotel) 

17-18 Institute on Credits and Collections, Detroit (Sheraton- Cadil- 
iac Hotel) 

19-21 Quebec. Hospital Association, Montrea! (Queen Elizabeth 
Hotel) 

19-21 Hospital Librarianship, Chicago (AHA Headquarters) 

19-21 Southeastern Hospital Conference, Memphis (Municipal Audi- 
torium) 

23-28 American Pharmaceutical Association, Chicago (Hotel Sher- 
man) 

23-28 American Society of Hospital Pharmacists, Chicago (Hote! 
Sherman) 

24-25 National Association of Boards of Pharmacy, Chicago (Hotel 
Sherman) 

24-27 Association of Western Hospitals, San Francisco (Civic 
Auditorium) 


(Continued on page 98) 


HOSPITALS, J.A.H.A. 


: Cu re | 
aa | 
~% “Se | 
» | 
— 
4 | 
| 
Uae ACA 
| 
| 
needed te | 
Collections 
/ 
to 
| 
| 
| 
| 
| 
u* 
YS 
| 
| : 
‘ | 
: | 
+ | | 
oe 
| 
| 
COLT | 
| 
a | 
| 
<CATIC | 
i 
| 


STERILE 
DISPOSABLE 
NEEDLES 


- for the benefits 
of disposability... 7 


NEW 
 EASY-ENTRY POINTS 


smooth, drag-free penetration 


SAFER-HANDLING HUBS 


Surer finger grasp 


TAMPER-PROOF PACKAG 


assured one-time use 


FULL-PROTECTION SHEATHS 


in the package—after filling— 
to the moment of injection 


now in sizes to meet most parenteral needs 
manufactured, sterilized and controlled by | 


BECTON, DICKINSON AND COMPANY - RUTHERFORD, NEW JERSEY 
In Canada: BECTON, DICKINSON & CO., CANADA, LTD., TORONTO 10, ONTARIO . 


gt 


a B-D product 


B-D. YALE, LUER-LOK, MULTIFIT AND DISCARDIT ARE 
TRACEMARKS OF BECTON. DICKINSON AND COMPANY 
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| Eleven Lederle antigens ... produced to definitive quality 
3 F | H F specifications. For use in either (1) rapid quantitative 
slide test screening or (2) confirmatory tube-test identi- 
fication. | 
IAG N OS | S () Brucella Abortus Antigen 
- Proteus OX19 Antigen 
| Salmonella Group A Antigen (Somatic I, II, XIT) 
F E RB R 7 Salmonella Group B Antigen (Somatic I, IV, V, XII) 
— Salmonella Group C Antigen (C,, C2) (Somatic VI, VII, 


LEDERLE LABORATORIES, a Division of Te TT COMPANY, Pearl River, New York 


VII) 
1) | S F AS ES SalmonellaGroup D Antigen (Somatic 1X, XII) (Typhoid O) 
Salmonella Group E Antigen (E;, Ez, E;) (Somatic III, 
X, XV) 
Paratyphoid A Antigen (Flagellar a) 
Paratyphoid B Antigen (Flagellar b) 
Paratyphoid C Antigen (Flagellar c, 1, 5) 
Typhoid H Antigen (Flagellar d) 
4 LEDERLE—A WIDE RANGE OF DIAGNOSTIC ANTI- 


GENS ...MEDIA...SERUMS...EXTRACTS...FOR 


LABORATORY AND CLINIC 

Now available—“DIAGNOSTIC AGENTS for Laboratory and Clinical Use’. 
New 64-page booklet describes Lederle diagnostic products in detail with 
step-by-step explanation of technics. Send for your free copy today. 

For further information, contact the Lederle Representa- 
tive through your hospital pharmacy or write: | 
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The dark lines that appear on 
“SCOTCH” Brand Autoclave Tape 
show unmistakably that these 
containers and bundles have been 
properly autoclaved. The lines appear 
only after exposure to correct levels 
of heat and moisture in an autoclave. 
Any other heat and/or moisture 
exposure cannot activate the tape. 
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holds fast before, during and after autoclaving m easily applied, sticks at a 
touch to paper, cloth, glass, metal mf leaves no residue as with ordinary adhesive 
tapes mi faster to use for binding than pins, string, cotton plugs i marks easily 
.—with pen, pencil, typewriter mi (note: nothing on the outside of an autoclaved 
item, of course, can guarantee sterility of the contents.) 


“SCOTCHe BRAND HOSPITAL AUTOCLAVE TAPE NO. 222 


“Scotch” is a registered trademark of 3M Co. ©3M Co., 1961 
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officats, 


trustees and councils 


OFFICERS 


President 


Frank S. Groner, Baptist Memorial Hospital, Memphis 
Tenn. 


President-Elect 
Jack Masur, M.D., Clinical Center, National Institutes 
of Health, Bethesda 14, Md. 


Immediate Past President 
Russell A. Nelson, M.D., Johns Hopkins Hospital, 
Baltimore 5 


Treasurer 
John N. Hatfield, Passavant Memorial Hospital, Chicago 


Executive Vice President 

Edwin L. Crosby, M.D., 840 North Lake Shore Drive, 
Chicago 11 

Secretary 


Maurice J. Norby, 
Chicago 11 


Assistant Secretary 
James E. Hague, 840 North Lake Shore Drive, Chicago 
ll 


840 North Lake Shore Drive, 


Assistant 
John E. Sullivan, 840 North Lake Shore Drive, Chicago 
il 


BOARD OF TRUSTEES 


Chairman: Frank 8S. Groner, 
pital, Memphis 3, Tenn. 

John N. Hatfield, Passavant Memorial Hospital, Chicago 
ll 

Jack Masur, M.D., Clinical Center, National Institutes 
of Health, Bethesda 14, Md. 

Russell A. Nelson, M.D., Johns Hopkins Hospital, 
Baltimore 5 

Term Expires 196! 

D. R. Easton, M.D., Royal Alexandra Hospital, Edmon- 
ton, Alta. 

Hilda H. Kroeger, M.D., Elizabeth Steel Magee Hos- 
pital, Pittsburgh 13 

Clarence E. Wonnacott, Latter-day Saints Hospital, 
Salt Lake City 3, Utah ‘ 


Term Expires 1962 


George T. Bell, Hospital Service Association of North- 
eastern Pa., Wilkes-Barre. Pa. 

Philip D. Bonnet, M.D., Massachusetts Memorial Hos- 
pitals, Boston 18 

James M. Daniel, Columbia Hospital of Richland County, 
Columbia, 8.C 

Stanley A. Ferguson, University Hospitals of Cleveland, 
Cleveland 6 


Term Expires 1963 

Donald W. Cordes, lowa Methodist Hospital, Des Moines 
14, Iowa 

Rev. John J. Humensky, Ph.D., Catholic Charities 
Bureau, Diocese of Cleveland, Cleveland 14 

William 8. McNary, Michigan Hospital Service, Detroit 
26 

Boone Powell. Baylor University Medical Center of 
Dallas, Dallas 10, Tex. 


Coordinating Council 


Chairman: Jack Masur, M.D., Clinical Center, Na- 
tional Institutes of Health, Bethesda 14, Md. 

J. Milo Anderson, Presbyterian Medical Center, San 
Franciseo 15 . 

Robin C. Buerki, M.D.. Henry Ford Hospital, Detroit 2 

George E. Cartmill, Harper Hospital, Detroit 1 

Dean A. Clark, M.D., Slassachusetts General Hospital, 
Boston 14 

John A. Dare, Virginia Mason Hospital, Seattle 1 

Frank 8. Groner, Baptist Memorial Hospital, Memphis 
3, Tenn. 

T. Stewart Hamilton, M.D., Hartford Hospital 15, Conn. 

Mrs. Harry Milton, Jewish Hospital of St. Louis Aux- 
iliary, St. Louis 10 


Council on Administrative Practice 


Chairman: George E. Cartmill, Harper Hospital, De- 
troit 1 


Term Expires 1961 

Mark Berke, Mount Zion Hospital and Medical Center, 
San Francisco 15 

James M. Crews, Methodist Hospital, Memphis 4. Tenn. 

William K. Klein, — Island College Hospital, Brook- 
lyn 1, N.Y. 


Baptist Memorial Hos- 


10 


Term Expires 1962 
George W. Graham, M.D., Ellis Hospital, Schenectady 


Victor F. Ludewig, George Washington University Hos- 


pital, Washington 7 
Russell H. Miller, University of Kansas Medical Cen- 


ter, Kansas City 12, Kans. 


Term Expires 1963 

Alvin J. Binkert, Presbyterian Hospital in the City of 
New York. New York 32 

John. M. Danielson, Evanston Hospital, Evanston. TI. 

Jack A. L. Hahn (wice chairman), Methodist Hospital 
of Indiana, Indianapolis 7 


Secretary: William T. Middlebrook Jr., 840 North Lake 
Shore Drive, Chicago 11 


Council on Association Services 


Chairman: John A. Dare, Virginia Mason Hospital, 
Seattle 1 


Term Expires 196! 
Avery M. Millard, California Hospital Association, San 


Francisco 2 

Sister Rose Marie Mount Marty 
College, Yankton, 8. 

Rev. Granger Westberg, cord OE of Chicago Clinics, 


Chicago 37 


Term Expires 1962 

William S. Brines, Newton-Wellesley Hospital, New- 
ton Lower Falls 62, Mass. 

J. A. Gilbreath, Arkansas Baptist Hospital. Little 


Rock, Ark. 
Richard Lubben, Kadlec Methodist Hospital, Richland, 


Wash. 


Term Expires 1963 

Gene Kidd, Baptist Hospital, Nashville 4, Tenn. 

Stuart W. Knox, Connecticut Hospital Association. New 
Haven 11, Conn. 

Stanley W. oe Ontario Hospital Association, Toron- 
to 7, 


Secretary: Jack W. Owen. 840 North Lake Shore Drive, 
Chicago 11 


Council on Blue Cross, Financing 
and Prepayment 


Chairman: J. Milo Anderson, Presbyterian Medical 
Center, San Francisco 15 

Term Expires (96! 

N. D. Helland, Group Hospital Service. Tulsa 1. Okla. 

Fredric P..G. Lattner, Hospital Service, Inc. of Iowa, 


Des Moines 7, Iowa 
John H. Zenger, Utah Valley Hospital, Provo, Utah 


Term Expires 1962 

H. A. Schroder, Blue Cross of Florida, Inc., Jackson- 
ville 1, Fla. 

Robert M. Sigmond, Hospital Council of Western Penn- 
sylvania, Pittsburgh 13 

Tol Terrell, Shannon West Texas Memorial Hospital, 
San Angelo, Tex. 

Term Expires {963 

Robert T. Evans, Hospital Service Corporation, Chicago 
90 

John R. Mannix (vice chairman), Blue Cross of 
Northeast Ohio, Cleveland 15 

Ray K. Swanson, Swedish Hospital, Minneapolis 4 


Secretary: Maurice J. Norby, 840 North Lake Shore 
Drive, Chieago 11 


Council on Government Relations 


Chairman: Robin C. Buerki, M.D., Henry Ford Hos- 
pital, Detroit 2 

Term Expires 1961 

Rev. Stephen K. Callahan. Our Lady of Fatima Hos- 
pital, Providence 4, 

Kenneth J. Holmquist, Bethesda Hospital, St. Paul 3 

William L. Wilson (vice chairman), Mary Hitcheock 
Memorial Hospital, Hanover, N.H. 


Term Expires 1962 

W. P. Earngey Jr.. Harris Hospital, Fort Worth 4, Tex. 

Clyde L. Sibley, Birmingham Baptist Hospitals, Bir- 
mingham 11, Ala. 

W. W. Stadel, M.D.. San Diego County General Hos- 
pital, San Diego 3, Calif. 

Term Expires 1963 

Louis B. Blair, St. Luke’s Hospital, Cedar Rapids, 
Towa 

Carl C. Lamley, Stormont-Vail Hospital, Topeka, Kans. 

James P. Richardson, Presbyterian Hospital, Charlotte 


Secretary: Kenneth Williamson, Washington Service 
Bureau, Mills Bidg., 17th St. and Pennsylvania Ave., 
N.W., Washington 6 


OF THE AMERICAN HOSPITAL 


ASSOCIATION 


Council on Hospital Auxiliaries 


Chairman: Mrs. Harry Milton, Jewish Hospital of 
St. Louis Auxiliary, St. Louis 10 

Term Expires 1961 

Mrs. Columbus Conboy, Ladies Auxiliary of St. Joseph 
Infirmary, Louisville 17, Ky. 

Mrs. Leonard A. Lang, Women’s Auxiliary. Cambridge 
State School and Hospital, Cambridge. Minn. 

Mrs. Kurt A. Scharbau, Rockford Memorial Hospital 
Auxiliary, Rockford, Ill. 

Term 1962 

Mrs. Robert N. Carson, New Rochelle (Hospital) League 
for Service, New Rochelle, 

Max L. Hunt, Yakima Valley Memorial Hospital, 
Yakima, Wash. 

Melba Powell (vice chairman), Coahoma County (Hos- 
pital) Women’s Auxiliary, Clarksdale, Miss. 

Term Expires 1963 

Mrs. Howard Barker, Latter-day Saints Hospital Aux- 
iliary,. Salt Lake City 3. Utah 

Mrs. Vivien Ross, Royal Victoria Hospital, Montreal 
2. Que. 

Richard O. West, Norwalk Hospital, Norwalk, Conn. 


Secretary: Patricia Sussmann, 840 North Lake Shore 
Drive, Chicago 11 


Council on Professional Practice 


Chairman: T. Stewart Hamilton, M.D., Hartford Hos- 
pital, Hartford 15, Conn. 

Term Expires 196! 

Leonard O. Bradley. M.D.. Winnipeg General Hospi- 
tal, Winnipeg 3. Man. 

Richard D. Vanderwarker. Memorial Center for Cancer 
and Allied Diseases, New York 21 

David B. Wilson, M.D. (vice chairman), University 
Hospital, Jackson 5, Miss. 


Term Expires 1962 
Henry T. Clark Jr.. M.D.. University of North Caro- 
lina, Chapel Hill, N.C. 

Cecilia H. Hauge, R.N., Department of Medicine and 
Surgery, Veterans Administration, Washington 25 
Henry N. Pratt, M.D., Society of the New York Hos- 

pital, New York 21 


Term Expires 1963 

Paul R. Hanson, Emanuel Hospital, Portland 17. Ore. 

David Littauer, M.D.,..Jewish Hospital. St. Louis 10 

Col. James _ T. MecGibony. MC. Office of the Surgeon 
General, Department of the Army, Washington 25 


Secretary: Madison B. Brown, M.D., 840 North Lake 
Shore Drive, Chicago 11 


Council on Research and Education 


Chairman: Dean A. Clark, M.D., Massachusetts Gen- 
eral Hospital, Boston 14 


Term Expires (961 

Elbert DeCoursey, M.D... Sec.D., Southwest Foundation 
for Research and Education, San Antonio 7, Tex. 

Charles S. Paxson Jr., Hahnemann Hospital, Philadel- 
phia 2 

James W. Stephan (vice chairman), University of 
Minnesota, Minneapolis 14 


Term Expires 1962 


Charles D. Flagle. Johns Hopkins Hospital, Baltimore 5 
Walter J. McNerney, University of Michigan School of 
Business, Ann Arbor. Mich. 


. Andrew Pattullo, W. K. Kellogg Foundation, Battie 


Creék, Mich. 


Term Expires 1963 

Orville N. Booth, St. Francis Memorial Hospital, San 
Francisco 9 

G. Halsey Hunt, M.D., National Institutes of Health, 
Bethesda 14, Md. 

Robert E. Toomey, Greenville General Hospital, Green- 
ville, 8.C. 


Secretary: Richard L. Johnson, 840 North Lake Shore 
Drive, Chicago 11 


Executive Staff 


Edwin L. Crosby, M.D., director 

Maurice J. Norby, deputy director 
Kenneth Williamson, associate director 
Madison B. Brown, M.D., associate director 
James E. Hague. assistant director 

Richard L. Johnson, assistant director 
Edmond J. Lanigan, assistant director 

J. Allan Mahoney, M.D., assistant director 
John E. Sullivan, controller 
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Note: No investment, no 
maintenance, no inventory. 
Everything is furnished and 
serviced by your local linen 
supplier, at low cost. 
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Hospital administrators the country over 
are finding a powerful new. weapon against 
rising costs in the Linen Supplier listing 
in the phone book. 


Just think what Linen Supply can mean 


_ to your hospital. 


One: No linen inventory to buy, carry 
or replace. Two: No laundry overhead— 
no personnel . . . no equipment . . . no 
maintenance. Three: More beds in the pre- 
cious space now used for laundering. 


Your local Linen Supplier can furnish 
every cotton cloth item your hospital needs 
—uniforms, gowns, sheets, pillow cases, 
towels, etc. He will launder them hygieni- 
cally and keep you supplied on a schedule 
that suits your requirements. And, of 
course, you pay only for what you use. 
Your first step to lower operating costs 
is the call you make to your Linen Supplier. 


So, look him up in the Yellow Pages and 
call him now! 


Look in the Yellow Pages under ‘‘Linen Supply’’ or ‘‘ Towel Supply’ 


Linen 


22 West Monroe Street, Chicago 3, Illinois 
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introducing He 


Mrs. Thomas J. Brown, publicity 
chairman for Women’s Auxiliaries 
of the Illinois Hospital Association, 
outlines 10 communication tech- 
niques hospital administrators may 
use to keep their auxilians in- 
formed (p. 44). For the past five 
years, Mrs. Brown has also served 
as a member of the governing com- 
mittee for IHA Women’s Hospital 
Auxiliaries. 

A full-time homemaker and 
mother of three children, Mrs. 
Brown is an active member of the 
Rockford (Ill.) Memorial Hospital 
Women’s Auxiliary. 

A graduate of Drake University 
and Columbia University Graduate 
School of Journalism, Mrs. Brown’s 
professional career included three 
years as an editor and writer for 
national church magazines in New 
York. She also held positions in 


public relations for five years in 
Chicago and Washington, D.C. 


Richard W. Cleeremans describes 
the techniques used at Mayo Clinic 
for converting a straight numeri- 
cal file of x-ray 
films to a ter- 
minal-digit file 
io $0)... Mr. 
Cleeremans is 


the Section of 
Systems and 
Procedures, 
Mayo Clinic, 
Rochester, Minn. 


MR. CLEEREMANS 


assigned to his 
present position in 1952, Mr. 


Cleeremans was affiliated with the © 


Clinic’s personnel section for two 
years. 


associated with 


Prior to being © 


/ 


at a revolution in doctors’ paging, combining both voice and “beep” signal 
in one wireless, instantaneous, completely personal system. It is vastly more effi- 
cient than any similar system yet devised. It immediately obsoletes chimes, buz- 
zers, lights, bells, loudspeakers. It is only 5 ounces light. No radio signals interfere. 
It is less costly to buy and run than any other comparable electronic paging system. 
It will perform superbly for years on inexpensive, re-chargeable batteries. It is 
incredibly sturdy, and transistorized to require virtually no maintenance. Designed and 
produced by one of England’s premier electronics concerns for hospitals, it is widely 


used throughout the world. 


Multitone of Canada, Ltd., Dept. 4 
130 Merton Street 
Toronto 7, Ontario, Canada 


Today — return this coupon for all the facts. 
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This is MULTITONE PERSONAL CALL 


* Please send me your 8-page brochure giving all 
«the facts about the Multitone Personal Call 
wireless system. 


Name 
City Zone State 


Following graduation from the 
University of Wisconsin in 1948, 
Mr. Cleeremans was associated for 
two years with the personnel de- 
partment of an electric power 
company. 

Mr. Cleeremans’ tour of duty 
with the U.S. Army included three 
years of service in the Infantry in 
Europe and Philippines. As a mem- 
ber of the Army Medical Service 
Corps in 1951-52, he was assigned 


to the Surgeon General’s Office to 


engage in hospital research. 

He is a member of the National 
Office Management Association and 
a director of the association’s 
Southern Minnesota chapter. 


Charles E. Silberman, in forecasting 
that the consumer will spend the 
same amount or 
more for health 
care and other 
serious expen- 
ditures in the 
Sixties, calls 
upon voluntary 
prepayment to 
exercise inge~ | 
nuity and flexi- 
bility to devise 
new methods to 
meet the con- 
sumer’s needs in the decade ahead 
(p. 34). 

Mr. Silberman is currently a 
member of the board of editors of 
Fortune magazine, New York, and 
a lecturer in economics at Colum- 
bia University. Prior to assuming 
his present position at Fortune. he 
served as an associate editor for 
the magazine for six years. Before 
1953, he was economic consultant 
to the Research Institute of Ameri- 
ca, Inc. 

Mr. Silberman is associated with 
a number of organizations in the 
field of economics. He is a fellow 
and currently a member of the 
governing council of the National 
Association of Business Economists. 
He is also a member of the Ameri- 
can Economic Association. 

He completed his undergraduate 
work at Columbia and also did 
postgraduate work in economics at 
the university. 


MR. SILBERMAN 
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epac 
BEDSIDE BOTTLE 


antibacterial mouthwash / gargle 


‘e destroys wide range of oral bacteria on > 


contact e improves oral hygiene of bedfast 
patients e overcomes unpleasant taste — 

- promotes sweeter breath e has a clean, re- 
freshing taste that lasts e a service patients 
appreciate e saves pharmacists’ and nurses’ 
time 


for full details see your Merrell representative 
or write Hospital Department incareof Merrell 


THE WM. S. MERRELL COMPANY 
CINCINNATI, OHIO ¢ ST. THOMAS, ONTARIO 


TRADEMARK: C&PacoL® 


FEBRUARY |, 1961, VOL. 35 


oral 


up to 

75% profit... 

on each 

7) Cépacol Bedside 
Bottle... 

this is an 

exclusive, specially 
priced hospital, 

plan. 


Hospital Department C-2 
The Wm. S. Merrell Company 
Cincinnati 15, Ohio 
I would like to receive... 
| | A complimentary sample of Cépacol 


| _] Professional literature on Cépacol 


Name 
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Address 


City Zone State 


TRADEMARK: 
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ma From our point of view. « « « 
the Burgess-Manning Radiant Ceiling rf 
gives more design freedom 


.. Donald J. Prout, Architect 


washl 


f 
pinet ore de type as you nich 
erves an 19905 Mr. Prout'’s letter confirms the fact that no other 
chose ings time bu, coil- radiant acoustical ceiling has the structural flexi- 
is acoustt© ant Heating, Cooling and Acoustic Ceiling. It is 
newunk spite this unusual design flexibility—unhampered by 
ing Perso mumereinite esse car nes veer Vor compromises in radiant, mechanical or structural 
operation same sours? design—which permits suitable ceiling layout to 
qne © very any module. 
ye think © pows & PR Of extreme interest, also, is the performance 


of the Burgess-Manning Radiant Acoustical Ceil- 
ing in buildings where there is a considerable 
amount of glass area—as at the Kent County 
Memorial Hospital, particularly in the solariums 
and lobby. Even with the front of the hospital 
having a southern exposure presenting difficult 
air conditioning as well as zoning problems, the 
Burgess-Manning Radiant Acoustical Ceiling, 
Mr. Prout points out, ‘’performed over and above 
our expectations.” 
While the original design included floor-by- 
floor cooling . . . today, just the first and third 
floors (operating suite) are completely cooled 
by Burgess-Manning Radiant Cooling. Only 
chilled water equipment will be required for 
cooling the other floors at a later date. 
Hospitals and institutions across the country 
report complete and lasting satisfaction with the 
Burgess-Manning Radiant Acoustical Ceiling. 
You, too, can secure the many distinct and prof- 
itable design advances . . . with your budget no 


——— 


ac bigger . . . offered by the Burgess-Manning Radi- 
4 ant Acoustical Ceiling for hospitals. Send for 
; the complete story—Bulletin 138-31. 

7 Burgess-Manning Ceiling Area—40,600 sq. ft. 

oP Architect — Donald J. Prout & Associates 

a (formerly Howe & Prout) 

a Engineer — A. Ehrenzeller, Inc. 

i Ceiling Contractor — Pitcher & Company 

q BURGESS-MANNING COMPANY 
Architectural Products Division 

749 East Park Avenue Libertyville, lll. 
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KLENZAD 


ENVIRONMENTAL 


SANITATION 


nitation Defenses 
EEDED BY EVERY HOSPITAL 


Effective cross-infection control demands new type non-selec- 
tive germicides that extend and prolong germicidal activity 
between cleaning and disinfecting periods. Klenzade has 
developed three basic hospital products that fully meet this 
need by combining highly active initial protection with pro- 
nounced bacteriostasis . . . a sound foundation for build- 
ing a complete sanitation program. 
Nos-O-San® —a synthetic phenolic germicidal detergent 
for one-step application in patient areas and general 
housekeeping. Long term bacteriostatic action. 
if Klenz-Stat® — a synthetic phenolic laundry additive for all 
Lp textiles . . . especially ideal for blankets. Remains germi- 
cidally active indefinitely. 
set Konduct® — a bi-germicidal detergent for conductive floors. © 
Provides high initial broad spectrum kill of iodine with long- 
time bacteriostasis provided by quaternary ammonium 
compound. 
Get the facts now on how you can immediately institute 
this vitally important foundation program in your hospital. 


 KLENZADE PRODUCTS, INC. . 


TT | Systematized Sanitation All Over the Nation 43 
| Dept. 55B, BELOIT, WISCONSIN 


— 
| 


PHENOLIC LAUNDRY ADDITIVE 


CONDUCTIVE FLOOR CLEANER 


Ask To See a Klenzade Sanitation Technician 
IX Write for This Informative Brochure 
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; AND ONLY HARD HAS IT 

HARD’S ALL-EKTRIK BED 1494-AEG 
/s Designed for Patient Safety...Nursing Efficiency 


e SAFTI-LITE reminds the nurse when the bed is left in 
other than the lowest, safest position. 
PATIENT CONTROL for all positions is provided on a 
Control-Console which can be positioned on right or left 
side of bed allowing patient use with either hand. Operates 
on low voltage milliamp electronic circuit. 
CUT-OFF BOX allows nurse to limit patient’s contro! of 
bedspring height, back rest, knee break. 
FULCRUMATIC and ROLEVATOR actions for spring 
heights and gatch positions reduce wear, give smooth, 
silent operation. Spring can be manually operated in case 
of power failure. 


THE HARD MANUFACTURING COMPANY 


117 TONAWANDA STREET ° BUFFALO 7, NEW YORK 
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SPECIAL REPORT 


_ Aging Conference Urges 


—— 2700 delegates to the White House Confer- 
ence on Aging January 9-12 delved into prob- 
lems of the aged and aging, from “E” (Employment 
Security and Retirement) through “S” (State Organ- 
ization), with intermediate stops at “F” (Family Life, 
Family Relationships and Friends), “H” (Health and 
Medical Care), “I” (Income Maintenance and Impact 
of Inflation on Retired Citizens), “R” (Religion, also 
Research—3 kinds—and Role and Training of Pro- 
fessional Personnel). 


Thousands of words were written by the delegates 


and about them—most of the latter coming in news- 
paper stories about the big conflict, whether or not 
to use the social security mechanism for financing 
the health needs af the aged. The proponents of this 
method finally prevailed, after some sharp debate 
and parliamentary hassling. 


Sparks flew before the pounding of the first con- 
ference gavel as Prof. Wilbur J. Cohen, who headed 
President Kennedy’s health task force, withdrew 
from his planned participation in the conference 
charging that it was stacked by organized medicine 
in favor of the opponents of the use of the social 
security mechanism. The American Medical Associa- 
_ tion responded. through its president, E. Vincent 
Askey, M.D., of Los Angeles, that “it is regrettable 
that Professor Cohen is prepared to distort the truth 
and engage in reckless smears in an effort to mislead 
the people.” The AMA also charged that labor was 
trying to destroy the White House Conference in 
advance by its charges of stacking. George Meany, 
_AFL-CIO president, got into the press release duel 
by saying that “if I am trying to destroy this con- 
ference, I am in good company,” appending to his 
release a list of newspapers and organizations which 
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Social Security Health Financing 


support the organized labor viewpoint that social 
security is the proper method for financing the health 
care of the aged. 

Even President Eisenhower alluded to the dispute 
in his remarks at the opening session of the confer- 
ence. Noting that “this aged business...is one, of 


MR. COHEN DR. ASKEY 


DR. LARSON 


course, in which many views are held,” he remarked 
that, “some of these, I notice in the press, have been 
so earnestly stated that they think there shouldn’t 
even be any conference because their views don’t 
agree with some of the others attending. Now I 
thought that was the purpose of conferences, to. get 
opposing or opposite views, to see where there is 
ground or a program or a platform that can satisfy 
the sound sense of logic of people of good will.” 
And finally, after the viewpoint of using the social 
security mechanism carried the day, Leonard W. 
Larson, M.D., of Bismark, N. Dak., president-elect of 
the American Medical Association, said that “if we 


_ stacked this conference, we did a mighty poor job.” 


SOCIAL SECURITY APPROACH 


The pro social security forces got off to a running 
start at the conference when two former members 
of the Eisenhower administration made opening-day 


17 


, 
4 
v 


f 


speeches coming out for the social security approach. 
The statement of Arthur Larson, former special 
advisor to the President and now the director, World 
Rule of Law Center, Duke University, came as no 
surprise, but the other, by Marion D. Folsom of 


Rochester, N.Y., former Secretary of Health, Educa- — 


tion and Welfare for President Eisenhower, did come 
as a surprise. 

Mr. Larson said, “I believe, and have believed for 
years that it is a proper function of the social security 
system to provide hospital and medical benefits to 
retired persons. There has never been any secret 
about my views on this issue...” | 

Mr. Folsom called the Kerr-Mills Bill passed by 
the last Congress “helpful in meeting the immediate 
situation,” but complained that it does not “provide 
a sound solution to the long-range problem... The 
logical plan, and one which is endorsed by most 
students of the subject, is to finance and administer 
a program of health insurance for retired people 
through OASDI.” i 

Before Congressional action on the social security 
proposal is taken, Mr. Folsom said, “it would seem 


desirable to have Congress or the executive depart-_ 


ment appoint an advisory council, composed of repre- 
sentatives of employers, labor, the insurance industry, 
hospital administrators, the medical profession and 
the general public, to study all aspects of the prob- 
lem and make recommendations to Congress.” 
Sen. Barry Goldwater (R-Ariz.) doubted any over- 
whelming desire among the aged for a social security 
program. He said “in all this fuss about medical 
care, have we really paid much attention to what 
the older people really want? I believe an important 
part that has been overlooked is that the aged in 
the recent election had an opportunity to express 
an opinion on what was important to them—govern- 
ment spending programs such as medical care versus 


- the preservation of their saving of pensions through 


sound fiscal responsibility. The majority of the votes 
of the people over 50 went to the Republican candi- 
date.” 

The conference was organized on a “steps and 
ladders” basis, starting at the top and after descend- 
ing to the bottom, starting back up 
again. The meeting started and 
closed with plenary sessions which 
everyone attended. Then there 
were groups consisting of from one 
to four sections, each section hav- 
ing various work groups. 

This is how it worked. One 
group, for example, consisted of a 
section on health and medical care, 
under the chairmanship of Dr. 
Larson, and a section on rehabili- 
tation under the chairmanship of 
Howard A. Rusk, M.D., director, Institute of Physical 
Medicine and Rehabilitation, New York University 


Medical Center. The section on health and medical 
care (Section 5) had work groups: A— institutional 
care—hospitals, nursing homes, homes for the aged, 
and multicare facilities; B—care at home—medical, 
dental, nursing, homemakers, dietary, social services, 
and coordination; C—health maintenance—informa- 
tion, guidance, prevention, early disease detection, 
and ambulatory care; D—mental health—improve- 
ment, prevention, early detection, and treatment, and 
E—organization of community services—inventory, 
closing gaps, continuity of patient care, and coordina- 
tion. Each of these work groups had subwork groups. 

After the plenary session, there was a group orien- 
tation meeting, and then a section orientation meet- 
ing, and then a work group orientation meeting. 
Finally, the work groups got down to business in 
their various units and studied the problems assigned 


to them for a day and a half. The subwork groups 


each were to write approximately 250 to 300 words 
on their findings, submitting this to the chairman of 
the work group (Edwin L. Crosby, M.D., executive 
vice president and director of the American Hospital 
Association, chaired the institutional care work 
group), and then the chairman of the large work 
group division had to distill the 1200 to 1500 words 
to about 300 words for submission as part of the 
final report of the section, limited by the conference 


ground rules to approximately 1200 words. 


FIREWORKS BEGIN 


The report of the institutional care work group 
touched off the fireworks. As submitted by Dr. Crosby, 
the report read: 

“A broad spectrum of institutional facilities is 
essential for proper health and medical care for all 
citizens, especially the aged. These facilities must be 
provided through orderly planning to prevent dupli- 
cations and deficiencies. The local area (city, county, 
or metropolitan) should be used as the planning base. 

“Uniform definitions of types of facilities should be 
developed. Each facility should provide, within its 
defined limits, the highest possible quality of service. 
Institutional care should be provided in a manner 
which does not discourage care in the home but 
insures that such care is given at the right time 
and in the right place. Institutional care should. 
encourage self-reliance and preserve personal dignity. 

“Quality of care in many institutions can be greatly 
improved. Licensing laws must be adequate to pro- 
tect the public and must be rigorously enforced. 
Essential to improvement of standards beyond mini- 
mum levels is a voluntary accreditation program, 
such as the Joint Commission on Accreditation of 
Hospitals. | 

“Adequate care cannot be provided without suffi- 
cient financing, both for construction and for provi- 
sion of services: Costs should be kept to the lowest 
possible level consonant with high-quality care, 
through planning, efficient management and econom- 
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ical use of facilities. No needed care should be denied 
because of inability to pay, nor should the financing 
mechanism create impediments to the proper utiliza- 
tion of the various types of facilities, including the 
home. Everything possible should be done to encour- 
age voluntary prepayment groups to expand and 
broaden their coverage for aged individuals and, 
further, 20 extend such coverage over the whole 
institutional care spectrum, and for care in the home. 
Local, state and federal government financing will 
be required in increasing amounts to supplement 
individual resources and voluntary prepayment.” 


VOTING AND AMENDING 


One of the subwork groups had voted 12 to 6 
against the use ofthe social security mechanism, but 
in the drafting of the final report, the specificity 
in mechanism was avoided because this subject was 
being considered directly by another section of the 
conference, that one assigned the subject of income 
maintenance. The original report limited itself to 
the statement that additional government financing 
would be necessary but didn’t specify the mechanism. 

When this report was submitted to the section on 
health and medical care as a whole—the ground rules 
permitted-final action at the full section meetings and 
not at group or plenary sessions—an amendment was 
immediately offered by Milton Davis, M.D., of Dallas, 
Tex. 
His amendment read: 

“Existing federal-state matching programs would 
provide effective, economical, dignified medical care 
for our elderly who need help. They should and 


would be implemented by state legislatures. Compul- . 


sory health care inevitably results in poor quality 
health care. We therefore feel that health care under 
the social security mechanism is unnecessary and 
undesirable.” 

This produced an enthusiastic second and an imme- 
diate and equally enthusiastic objection. 


Dr. Larson ruled that the introduction of the sub- . 


ject of finances in the original report on institutional 
care made the Davis amendment germane. Leonard 
Lasser, of the AFL-CIO, a member of an institutional 
care subwork group which had looked more favorably 
on social security, said that the rules laid down for 
the conference required that the chair’s ruling on 
the Davis amendment required a two-thirds vote 
to be sustained. At this point, a proponent of the 
Davis amendment, identifying himself.as from Mis- 
sissippi, stomped up to the podium and shouted, 
“Question!” into the microphone. Moans and groans 
swept the crowded ballroom. 

Dr. Larson ruled that a simple materite*s was needed 
to sustain his decision, and the parliamentarian, 
scheduled for a busy two hours, ruled that Dr. Larson 
was correct. Finally the motion on sustaining the 
chair was put and carried, 172 to 86. Incidentally, 
even had Dr. Larson ruled that a two-thirds vote 
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section. He thereupon proposed an 


was required, he would have been sustained, just. 
MECHANICS DEBATED 


Then the debate started. Dr. Davis said that he 
was sure that the Kerr-Mills Bill would be imple- 
mented and that the social security mechanism was 
compulsory health care and would mean the deposit- 
ing of all elderly persons in a repository. He said 
that social security was a deterrent to rehabilitation 
of the elderly. 

Warren F. Draper, M.D., executive medical officer 
of the United Mine Workers of America Welfare and 
Retirement Fund, speaking against the amendment, 
said he was in absolute disagreement with Dr. Davis’ 
assertion that the present plans mean a higher quality 
of care and social security means a lower quality. 
He argued that it was more feasible to set up stand- 


ards of high quality care and enforce them through 


social security and that the quality of medical care 
would be in jeopardy if left to the states. As to the 


-charge that the social security mechanism would be 


a deterrent to rehabilitation, Dr. Draper said that 
such an assertion was “as false as anything could be.” 

Then Frederick D. Mott, M.D., executive director, 
Community Health Association, Detroit, Mich., said 
that the work group in which he 
participated also discussed whether 
or not a recommendation as to 
mechanism should be made. He 
said the work group decided against 
such a recommendation, because it 
would be divisive of the whole 


amendment which he urged as a 
mollifying substitute for the Davis 
amendment. The Mott amendment 
read: 

“Economic barriers to compre- 
hensive health care must be removed through ethaiaii 
tive means of financing costs. While financing must 
involve the use of general tax funds, financing of 
personal health services should be accomplished 
mainly through full extension of prepayment and 
recognition of the advantages of paying for care 
after retirement largely through payments made 


DR. MOTT 


during the working life of the individual.” 


This attempt at compromise failed by a vote of 
149 to 133. Then the Davis amendment was passed 
165 tq 122, 


KERR-MILLS VS. SOCIAL SECURITY 


Unknown to this section, developments affecting 
it were going on several miles away at another 
conference center in Washington. 

The section on income maintenance, under the 
chairmanship of Charles I. Schottland, former com- 
missioner of social security, had spent much time on 
what it believed to be one of its assigned areas, the 


financing of health costs: In its report, it came out 
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for the Kerr-Mills Bill and urged the states to take 


full advantage of this legislation 
designed to aid the indigent and 
medically indigent who need aid. 
But, by a vote of 170 to 99, the 
section went further and said that 
the majority believes “that the 
social security mechanism should 
be the basic means of financing 
health care for the aged.” 
“Establishment of a program of 
health benefits financed in the 
same way as Old Age, Survivors 
and Disability Insurance cash 


benefits, would give to the aged the assurance that 


the costs of essential health care would be met when 
their working years are over. The mechanism of con- 
tributory social insurance, under which contributions 
are made by workers during their working years 
would then provide health care to protect them in 
retirement. Such legislation would help to relieve the 
problems of hospitals, public assistance programs and 
private philanthropy and would relieve voluntary 
insurance programs of the burden of carrying this 
high-risk group. 

“The minority believes that social security should 
not be used to finance health care; that such use 
would interfere with the physician-patient relation- 
ships; that it is unnecessary because of the potential 
growth of voluntary insurance, and that all needy 
aged can be cared for by public assistance through 
the recently enacted federal program of health care 
for the low-income aged. In addition, they believe 
that the social security program should provide for 
cash benefits and not for services of various kinds.” 


CHAIRMAN CHECKS CONFLICT 


The chairman of the National Committee for the 
White House Conference on the Aging, Robert W. 
Kean, former Republican representative from New 


_ Jersey, quickly learned that a recommendation favor- 


ing the social security mechanism would go to the 
plenary session from one of the sections and that a 
recommendation opposing social security would go 
from another. He moved into the conflict area and 
said that Section 5, Dr. Larson’s section, “cannot 
rule on the problem of financing medical care. It is 
within their province to consider the effects of any 
program on medical care on the standards of medical 
care. Thus, a portion of the resolution passed by 
Section 5 this morning is undoubtedly out of order.” 

He conferred with Dr. Larson, and when Dr. Larson 
presented the final report to a group meeting (one 
rung up the ladder), the Davis amendment had lost 
its last sentence: “We therefore feel that health care 
under the social security mechanism is unnecessary 
and undesirable.” The final section report did include 
the Davis condemnation of compulsory health care, 
but the reference to the social security mechanism 


was stricken. The minority report, presented by Dr. 
Draper, was also altered to conform to the suggestion 
of Mr. Kean. As originally drafted, it called the 
social security mechanism the “only practical way 
of... assuring the availability of good quality care 
in adequate quantity...” This also fell before the 
suggestion of Mr. Kean. 

In introducing the minority report, Dr. Draper 
said that the original report of Dr. Crosby’s institu- 
tional care work group would have been a 
to all members of Section 5. 


THE END RESULT 


Some idea of the scope of the subject matter 
covered at the conference can be gleaned from the 
capsulated items below— 


@ Institutional care: We must decide how to pro- 
vide institutional care to those who need it so that 
the right person—is getting the right e—at the 
right time—at the right place—and at the right cost. 

@ Rights and obligations: The senior citizens have 
both rights and obligations, and the conference 
approves a senior citizens’ charter spelling out nine 
rights and six obligations. Among the — 
right to live and die with dignity. 


@ Health maintenance: Both the aged group and 
the health profession must be cognizant of the impor- 
tance of the value of periodic health appraisal and 
the prevention and early detection of disease. 


@ Care at home: Special emphasis needs to be 
given to strengthening and greatly extending services 
which will permit the older person to be cared for 
at home. 

@ Retirement: A flexible retirement program should 
be investigated. 

@ Housing: Adequate housing is essential to the 
happiness, health and welfare of the aging citizen. 

@ Organization: There should be special organiza- 
tions to handle the problems of the aged at the state 
and federal level. Various mechanisms were sug- 
gested. 

@ Personnel: One of the major problems confront- 
ing both the scientific and the professional fields of 
gerontology is the shortage of young people interested 
in aging and working with older people. 

® Rehabilitation: A rehabilitation program must be 
dynamic in total, designed to meet physical, emo- 
tional, social and vocational needs of the chronically 
ill and disabled. Consideration should be given to 
making a rehabilitation service a condition of accred- 
itation for all hospitals of approved internship pro- 
grams. Adequate outpatient and inpatient facilities 
for the rehabilitation of the aged should be estab- 
lished in general hospitals. The Joint Commission on 
Accreditation of Hospitals should require that ade- 
quate rehabilitation services be available in those 
institutions it accredits. 
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“Double Protection Double Safety 


2327S Latex self-retaining catheter, 5 cc. 
Even sizes 8 to 30 Fr. 


2327FS Latex pediatric catheter, 3 cc. 


Sizes 8 and 10 Fr. 


2327BS_ Latex self-sealing catheter, 5 cc. 
Even sizes 8 to 30 Fr. 


2327FBS Latex self-sealing pediatric catheter, 3 ce. 
Sizes 8 and 10 Fr. 


2501DS_ Latex self-sealing bag, 30 cc. = / 


Even sizes 12 to 30 Fr. 


~All 2501S Latex haemostatic bag, 30 cc. 
| Even sizes s 12 to > 30 Fr. — 


DO NOT 
AUTOCLAVE 
Ontent 
PACEAGE Orento 
Of Camaceo 


— < COLOR CHART 
Color 


labeled 
 § ce. Label 14 Fr. Green 30 cc. Label 
Yellow 16 Fr. Orange 
18 Fr. 
ction 


' Protected by Double Package—Each A.C.M.I. Premium Catheter is enclosed-in a tough 
_ double package for sterility protection. The outer non-peelable package is of polymylar, 
a durable plastic of unusual strength and tear resistance. The inner package is of im- 
pregnated polycellulose. Should undue rough handling tear or damage the outside 
package, the inside package still provides sterility protection. | 


Sterilized with Gas—Sterilization of A.C.M.I. Premium Catheters is carried out under 
meticulously controlled conditions. Modern gas sterilization is used. Gas penetrates the 
double package, killing all bacteria and other micro-organisms. After sterilization, 
thorough bacteriological tests assure absolute sterility. 


Ready for Instant Use—A.C.M.I. Sterile Packaged Premium Inflatable Catheters are 
ready for immediate use, eliminating delays due to processing or autoclaving. They 
may be stored in Central Supply for up to two years, making it possible to have an 
ample stock on hand at ali times without the need of continual reprocessing and auto- 
claving of used catheters. 


AMERICAN CYSTOSCOPE MAKERS. INC. 
PELHAM MANOR, PELHAM, NEW YORK 
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Economical 
in price 


Unsurpassed 
in quality 


A 

= 


bulk savings! 


if ® 
La ACM IX Lazex 


| ACMIX Latex Inflatable Bag Catheters economize only 


in price. They are made of the purest latex according to 
the highest standard of quality. 


An 


The low price of ACMIX Catheters is made possible by 
bulk sales. They are packaged 12 to a box and are 
shipped in quantities of at least one gross,’ consisting of 12 
separate boxes of the desired sizes in multiples of 12. 


ACMIX Catheters can be relied upon for accurate size, 
symmetrical inflation and uniform flow rate. They are durably 
made to withstand boiling and autoclaving. 


he 905P Self-sealing catheter, 5 cc. 


q Even sizes 14 to 26 Fr. 


s 


905 Self-retaining catheter, 5 cc. 
v Even sizes 14 to 26 Fr. 


930 Haemostatic bag, 30 cc. 
: Even sizes 14 to 26 Fr. 


y 930P Self-sealing bag, 30 cc. 


a Even sizes 14 to 26 Fr. 


ERICAN CYSTOSCOPE MAKERS, INC. 
PELHAM MANOR, PELHAM, NEW YORK 
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P roven the world’s finest and most econom- 
ical detergent for the exacting requirements 
of Hospital, Medical and Laboratory use. 


MEETS HIGHEST 
U.S. GOVERNMENT =~ 
SPECIFICATIONS 


MORE WETTING POWER! 
MORE SEQUESTERING POWER! 


WORLD'S» 


want 


EMULSIFYING EFFECT! 


“QUICKLY, COMPLETELY 
SOLUBLE AND RINSABLE! 
More effective then any known detergent in 


powder form or any liquid detergent that 
costs four times as much! 


ALCONO 


The Master Cleaner 


w Companion Line of 


ALCONOX announces with Pride its ne 


SUPERIOR SPRAY PRODUCTS for 
DOCTORS and HOSPITALS 


i such 
that nowhere in America can 
h unquestionable quality in economy-size -OZ. 


LABORATORY 
PRODUCTS 


HESE PRICES for proo 
COMPARE TH of suc 


} roducts 

matchless low costs for p 
H&L Spray SKIN PROTECTOR H&L Spray BANDAGE . ji: Neomycin co 

3 with Dow Corning Silicones Provides a new method for the quick and easy application of a 
Formulated with the skin-soothing properties and protection of sterile, transparent, flexible film, which adheres to the surface of Pa 
silicones and the bacteriostatic action of hexachlorophene to aid the skin, providing an obstacle to bacteria. ieee 
in the prevention of contact dermatitis, intertrego and miliaria 12 oz. Can, $2.30 ea. In Case of 12 Cans, $2.00 ea. 
among bed-ridden, incontinent patients and to prevent the sub- Per Case, $24.00 wise 
a formation of decubitus ulcers. Its use will minimize cross 
infection. 
12-07. Can, $1.65 ea. In case of 12 Cans, $1.45ea. | MH & L Spray U.S.P. TINCTURE of BENZOIN | 
7 In Aerosol © 


Per Case, $17.40 
- Improves adhesive properties of tape and minimizes patient's dis- | 
comfort during long tape and cast applications. For the prevention | 


H&L Spray FREEZE with du Pont Freon® of bed sores, we suggest H & L Skin Protector. 


For quick, temporary, topical anasthesia of the skin by freezing 12 oz. Can, $2.00 ea. In Case of 12 Cans, $1.70 ea. 
for minor surgery. Per Case, $20.40 
12 oz. Can, $2.18 ea. In Case of 12 Cans, $1.86 ea. 
Per Case, $22.32 H & L Spray ROOM DEODORANT | 
The outstanding sick-room deodorant. Kills odors chemically. Con- . 
H & L Spray ADHESIVE TAPE REMOVER __ tains no masking-ogent. os 
Removes dhesve tape che ony tape 12 oz. Can, $1.35 of 12 Cans, $1.15 ea. 


12 oz. Can, of 12 Cans, $1.15 ea. ASSORTED CASE $18.80 


PRICES SLIGHTLY HIGHER WEST OF THE ROCKIES 
ORDER TODAY FROM YOUR SUPPLIER 
Ask him about “his own” Special H&L FREE OFFER | 
ALCONOX and H&L PRODUCTS are sold by all leading Hospital, Laboratory and Surgical Dealers 


FEBRUARY |, 1961, VOL. 35 


ETERGENT 
| | 
4 ‘For caning 
ony wens 
Sparkling utliaucée 
DETERGENT) 
Sold throughout the world! — | 
| 
\ 
‘ 
| 
Gas 
| 
| 
23 


Tests of hospital linen show ... 


reduction 


in Staph count 


of soiled linens 
when 

SWIFT’S ENSTAPH 
is used 


In tests conducted at five Chicago area hospitals, it 
was found that the use of ENSTAPH resulted in a 
99.5° reduction in the Staphylococcus count of urine 
soaked diapers. 

The diapers from hospitals using no germicides in 
their washing formulas showed an average Staphylo- 
coccus count of 5,460,000 per diaper — hospitals using 
ENSTAPH average only 25,200. 


CONCLUSIONS 


The results show the hazard that is created when 
linens soiled with fluids are held at temperatures 
permitting bacterial growth. Staphylococcus contami- 
nated material becomes a focus of infection to the 
patient and to the environment, thereby to all patients 


and personnel. The regularity with which staphylo-_ 


cocci can be found in soiled linens shows that the 
danger of an outbreak always exists. 


THE ROLE OF ENSTAPH 


Swift’s ENSTAPH breaks the cycle of Staphylococcus 
transmission in linens. Fabric washed in ENSTAPH 
is impregnated with germicides which inhibit Staphy- 
lococcus growth at levels as low as 1 to 2 parts per 
million. Linens retain their anti-bacterial character- 
istics during dry storage. During use, when the cloth 
is moistened, the germicides are activated and exert 
their activity against contaminating staphylococci. 

Our studies have shown that unprotected linens 
constitute a potential threat to the hospital environ- 
ment. The use of ENSTAPH presents a solution to 
this problem. The hospital must decide whether it 
can afford to treat its linens with germicides in order 
to break the cycle of Staphylococcus transmission. 


3,320,000 
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z 25,200 
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CONTROL ENSTAPH 
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_ *LIMIT OF ANALYTICAL METHOD EQUALS 5,000 
STAPHYLOCOCCI PER DIAPER (Log of 5,000=3.669). 


LET’S LOOK AT THE FACTS 
ABOUT COST AND USE 


ENSTAPH adds 2¢ to 3¢ to the cost per hundred 
pounds of dry linens washed. It is as easy to use as 
ordinary washing materials because it is a completely 
built quality soap containing a germicidal system. 
ENSTAPH goes into the wash wheel just as it comes 
from the drum. No special formulas, additives or 
procedures are required. With the protection afforded 
at 2¢ to 3¢ per hundred pounds of dry linens, can a the 
hospital afford not to use ENSTAPH? | 


ADDITIONAL INFORMATION 


Your nearby Swift Soap Specialist will be vitneailit to 
discuss your requirements with you. If you would 
like more details on the test described above, write 
for a complete report. Specify whether you wish a 
short report for non-technical personnel or the mpre 
detailed report for technical personnel. 


Swift & Company - Soap Department 


4115 Packers Avenue, Chicago Q, Illinois 


with these hospital approved products: 
ENSTAPH complete germicidal laundry soap. 

LEXARD germicidal bar, liquid concentrated soap for personal wash. 


HERCULES CONCENTRATE KB Liquid Detergent with powertel 
germicide for general cleaning. 
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cal and paramedical personnel. 


New York hospital conducts 
writing course for physicians 


In order to improve the penman- 


; ship legibility of physicians, New 


York’s Mount Sinai Hospital is 
currently offering a penmanship 
course for medical personnel in 


cooperation with the Handwriting 
Foundation of Washington, D.C. 


The course is being taught by 


Max Rosenhaus, who formerly > 


served as supervisor of penman- 
ship instruction for the New York 
City Board of .Education for 35 
years. 

Prior to the course, a one-week 
handwriting clinic for physicians 
and paramedical: personnel was 
held at the hospital last November. 
A booth was set up in the hospital’s 
employees cafeteria and a hospital 
volunteer was on hand to dis- 
tribute booklets and to assist at the 
biackboard for on-the-spot in- 
struction in penmanship. 

Mount Sinai Hospital and the 
Handwriting Foundation report 
that the results of the project will 
be made available to educators and 
medical personnel throughout the 
country. 
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PRIOR to inauyguration of a penmanship course for phy- ~ 
sicians at Mount Sinai Hospital, New York, a one-week 
handwriting clinic was held at the hospital for medi- 


FOR 


ghiiniens and ideas 


FROM 


HOSPITAL 


DURING YOUR STAY, YOU: 


ATE ALL 


BRUSHED 
/ YOUR TEETH 
EVERY DAY 


TOOK YOUR 


COOPERATED 

WITH THE Ps MEDICINE LIKE VAY 
DOCTOR A SOLDIER 
COOPERATED +4 DRANK 

WITH THE / ALL YOUR 

NURSE MILK 

DID NOT WOKE 


PLAY THE 


RADIO LOUD 


/ uP 
SMILING 


CROSS 
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Blue Cross-Blue Shield Plans offer good conduct ‘diplomas’ 


Going home from the hospital 
is always a momentous event for 
the child and these occasions are 
now being recognized as such in 
Philadelphia hospitals through the 
cooperation of the local Blue Cross- 
Blue Shield Plans. Seeking new 
ways to keep their symbols in the 
public eye, the Plans have recently 
developed a colorful “graduation 
diploma” for presentation to chil- 
dren at discharge time. . 

The diploma was developed by 
the Associated Hospital Service of 
Philadelphia and the Medical Serv- 
ice Association of Pennsylvania 
with the assistance of several Phil- 
adelphia hospital administrators 
and directors of schools of nursing. 

The 8% by 11%-inch diplomas, 


which are folded in half, are 
printed in two colors. The diploma 
records such facts as: the depart- 
ing patient ate all his meals, co- 
operated with the physician and 
nurse, brushed his teeth daily, took 
his medicine like a soldier, didn’t 
play the radio loud, drank all his 
milk and woke up smiling. Need- 
less to say, all diplomas automati- 
cally rate the young patient as per- 
fect. The “document”’ is illustrated 
with small, humorous cartoons (see 
illustration above). The nurse in 
charge signs the diploma and pre- 
sents it to the youngster. , 

The novelty is being offered in 
quantity to administrators of Blue 
Cross member hospitals in and 
near Philadelphia. a 
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Ja How would one compute the cost of 
administering x-rays in hospitals, par- 
ticularly the 14 by 17-inch size? 


sevice 
Cost of x-rays 


In determining the cost of an 
: X-ray examination requiring a 14 
by 17 inch film or any other size 


should be considered: 


miscellaneous’ supplies 


film, at least the following factors 


(1) the 
radiologist fees, (2) salaries and 
wages of technicians and other em- 
ployees of the x-ray department, 
(3) cost of film and chemicals, (4) 
and ex- 
penses and (5) depreciation and 


Se: 


= | one crank positions the litter 


a another crank positions the back rest 


“i 

> Trendelenburg 
Position 
Horizontal Lift 
Position 

Reverse 

Trendelenburg 
4 
Nationally 

Through 
Quality 
Dealers 


Jarvis) A 


in Canada: Jarvis & Jarvis of Canada, 1744 William St., Montreal, Quebec 


Versatility makes 
this stretcher 
most useful 

and convenient 


Handle mechanism 
is color-coded 
for quick 
identification of 
desired position. 


. The 3-position litter crank makes it possible 


to raise or lower the litter to the desired posi- 
tion in seconds. This one crank elevates either 
end. : 


. The back rest crank permits Fowler position- 


ing. The back support is securely geared to 
stay rigid in any position between flat and 
maximum elevations. The crank is hinged and 
spring-loaded and is not in the way when not 
in use. 


. Practically the same back support, designed 


for manual operation, can be provided for 

the foot end of the stretcher to permit leg 

elevation. 

Sales Representatives In Leading Citie< 
Throughout the Country 


arvis, Inc. 


PALMER, MASSACHUSETTS 


indirect costs applicable to the 
x-ray department. (The latter can 
be determined through the cost 
finding. procedures recommended 
by the American Hospital Associa- 
tion.) 

All of these costs are applicable 
to each film processed or examina- 
tion made. As can be readily 
understood, each of these elements 
varies from hospital to hospital and 
from test to test because of the 
varying degree of examinations 
made and cost incurred. 

In addition to the elements of 
costs mentioned above, the next 
most important factor and perhaps 
the most significant information 
required to determine the cost per 
examination are the statistical 
data. Good statistics are a vital 
tool of management as well as a 
means of determining unit costs. 
To divide the total cost by the total 
number of x-ray examinations per- 
formed would result in an average 
cost, but a more meaningful unit 
cost can be determined by using 
a weighting factor to better ex- 
press the differences in the com- 
plexity of procedures, film size and 
interpretation required for each 
examination. 

Statistics should be maintained 
separately for each type of x-ray 
examination performed. The 
American College of Radiology 
has developed a weighted unit 
value for each type of examination, 
which can be used as an aid in 
determining the cost per x-ray 
examination.—Ray S. MATYLEWICZ 


Trustee policy manual 


We are interested in developing a 
manual of policy for use by our board 
of trustees, and would like suggestions 
on content and scope of such a manual, 


Since the questions of what con- 
stitutes policy, when policy be- 
comes procedure, and where the 


lines -should be drawn between 


board and administrative policy 
are not fully answerable without 
some detail knowledge of the kind 
of hospital, type of community, 
composition of the board, composi- 
tion of the administrative staff, 
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PICKER 


get the story 


fatigue and virtually no personal ex 
preserves doctor-patient relationship 


from your local Picker representative 
or write Picker X-Ray Corporation, White Plains, New York. 


ives you complete 
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etc., the remarks that follow are 
rather general. 

The foundation upon which a 
board manual rests should be an 
index of policy decisions. We would 
suggest that all resolutions of the 
board for the past several years be 
extracted from the minutes of 
meetings and indexed. This exer- 
cise will be value in ferreting out 
duplications and ambiguity. It will 
further enable administration and 
the board to recognize areas in 


which no policy exists and to place 
responsibility for formulating 
policy in the uncovered areas. 

In general, the operating policies 
should cover the areas of admit- 
ting, purchasing, credit and col- 
lections, personnel, inventories and 
budget. This list can be expanded 
or contracted, depending on the 
philosophy of both the board of 
trustees and administration. 

As part of this manual, we would 
further suggest that the following 
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additional material be included: 

1. Officers of the board should be 
restricted from acting for either 
the hospital or the board without 
speeific authorization. 

2. Officers should be restricted 
from individually exercising man- 
agerial powers over the hospital. 

3. Decisions and authority of the 
governing board should be official 
only when formalized. 

Administration should be au- 
thorized to act only after a board 
resolution is formalized and placed 
in written form. 

An article that may be of value 
to you and your board in this proj- 
ect is, “Clearly Stated Policies Can 
Clear the Path for Action”, by 
Ernest T. Sheen, published in the 
December 1959 issue of Trustee, 
The Journal for Hospital Govern- 
ing Boards.—ROBERT S. BORCZON 


Defining surgical privileges 


Our medical staff would like to de- 
vise a system of delineating surgical 
privileges of its members. Is there a 
breakdown of different types of sur- 
gery that would permit the staff to be 


“specific when requesting the members 


to state the privileges they desire? 


It is an accepted function of the 
medical staff when recommending 
staff appointments or annual re- 
appointments to the hospital board 
of trustees to precisely delineate 
clinical privileges to be granted to 
each physician. The recommenda-_ 
tions should be based upon train- 
ing, experience and demonstrated 
competence. 

In the past, lists of surgical pro- 
cedures of graded difficulty have 
been prepared for use by various 
agencies and hospitals. Some of 
these lists classify procedures as 
major and minor. The present 
trend is to abandon such arbitrary 
lists and to assign to physicians 
the privilege of performing only 
those procedures for which a spe- 
cific request is made, supported by 
training, experience and com- 
petence. In this way, a physician 
can support a request for increased 
privileges corresponding to his own 
professional achievement. 

—FREDERICK N. ELLIOTT, M.D. 


The answers to these questions should not be con- 
strued as being legal advice. Hospitals with legal 


# problems are advised to consult their own attorneys. 
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(Brand of mepivacaine hydrochloride) 


—CARBOCAINE— 


a unique local anesthetic 


Wt 


th 


outstanding features.’ 


Carbocaine combines the best characteristics 
of older local anesthetics with exceptional new 
advantages. 
| More potent 
than procaine or lidocaine.” 
Quicker onset of anesthesia 
than obtained with other agents.* 
More prolonged anesthesia 
— lasts several hours.’** 
Greater safety 
—low toxicity, virtually no vasodilatation,’’® 


epinephrine not required except for hemostasis. 


Local anesthesia extended 


to many more 
patients and procedures.*’® 


Greater stability 
—no risk of decomposition or loss of potency. 


Carbocaine|(brand of mepivacaine), trademark reg. U.S. Pat. Off, 


Carbocaine has been found suitable for eld- 
erly or poor risk patients, for patients with 
epilepsy or cardiac disease, as well as for 
many others in whom potent anesthetics are 


generally contraindicated. 


For infiltration and nerve block, caudal and 
peridural block, and therapeutic block in 


Management of pain. 


How Supplied: For infiltration and nerve 
block: Carboeaine hydrochloride, 1 per cent 
and 2 per cent, in sterile saline solution, in 
multiple dose vials of 50 ec. For caudal and 
peridural block: Carbocaine hydrochloride, 1 
per cent, in sterile modified Ringer’s solution, | 
in single dose vials of 30 ec. 

References: 1. Sadove, M. 8.: A preliminary re- 
port on Carbocaine, a new local anesthetic. Sub- 
mitted for publication. 2. Luduena, F. P.; Hoppe, 
J. O.; Coulston, F., and Drobeck, H. P.: The 
pharmacology and toxicology of mepivacaine, a 
new local anesthetic, Tozicol. ¢ Appl. Pharmacol. 
To be published. 3. Rovenstine, E. A.: Personal 
communication. 4. Young, J. A.: Upper arm | 


block .with Carbocaine (mepivacaine), a new 


anesthetic agent, Anesth. g Analg. To be pub- 
lished. 5. Griesser, Gerd: Erfahrungen mit einem 
neuen Lokalanestheticum, Anaesthesist 6:364, 


Oct., 1957. (I) 


Laboratories 
New York 18, N. Y. 
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Mr. Bryce L. Twitty, Administrator of 
Hillcrest Medical Center, Tulsa, Okla., says: 


“Honeywell thermostats on the wall 


nurses for more important duties and | 


Mr. Twitty stands in the bedroom of a two-room private 


suite—a new innovation at Hillcrest Medical Center. 
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relieve our 


help cut costs.” 


HILLCREST MEDICAL CENT ER, TULSA, OKLAHOMA 

North Wing—Boiler Plant: Donald McCormick, Architect 
H. Lyman Cauvel, Engineer 
Mabee Children’s Wing: Hugh Humphries, Architect 
Carnahan & Thompson, Engineers 


individual room thermostats free nurses from chambermaid 
chores. And a Honeywell DataCenter keeps a constant 
watch over the entire heating-cooling system. 


Because our payroll is the largest part of our budget, anything we can 
do to relieve our nurses of time-consuming chambermaid chores is a 
cost savings. Thanks to thealert planning of our architects and engineers, 
we have realized such a savings by installing Honeywell individual room 
thermostats. They eliminate such jobs as opening and closing windows 
and procuring blankets—thus freeing the nurses to attend to more 
important duties. In addition, our heating costs can be reduced because 
thermostats in vacant rooms can be turned down.” : 


Honeywell has also installed a Supervisory DataCenter* at Hillcrest. 
Through a panel in the building engineer’s office, the entire heating- 
cooling system can be checked and adjusted. The engineer can check 
humidity and temperature in surgery, in delivery rooms, in nurseries and 
in any floor or wing of the hospital. An alarm system is also provided for 
the oxygen and nitrous oxide systems. 

Hillcrest Medical Center has been in operation since 1918. The present 
expansion, which includes the Mabee Children’s Hospital, North Wing 
and Nurses’ Residence, is the largest single building project in its history. 


Presently, plans are being completed for a new psychiatric clinic. Each 


of the new buildings will be controlled by the Honeywell DataCenter. 
The older Hillcrest buildings will also be controlled by the DataCenter. 


The DataCenter eliminates constant trips throughout the hospital and 
assures the finest, most economical comfort at all times. 


To learn how Honeywell Controls can help reduce the costs of operat- 
ing your hospital, see your architect or engineer. Or call your nearest 
Honeywell office. If you prefer, write to Honeywell, Dept. HO - 2-173, 
Minneapolis 8, Minnesota. * Trademark 


HONEYWELL INTERNATIONAL 
Sales and service offices in all principal cities of the world. 
Manufacturing in United States, United Kingdom, 
Canada, Netherlands, Germany, France, Japan. 
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Newly installed Honeywell DataCenter will even- 
tually control entire heating-cooling system for all 
Hillcrest buildings. 
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POWERIZED OPERATING TABLE 


4 As the “‘scrubbed"’ surgeon enters the operating room, perhaps furthest from 
his concern is his operating table . . . and justly so. Yet, the knowledge that 
his patient is supported by an instrument capable of swift, positively safe 


performance, must add confidence when confidence is needed most. 


Such a table is the ‘‘Lectrapoise’’. . . newest in a tradition of fine Amsco 

a Operating Tables. From the narrow top to the compact base the “’Lectrapoise"’ 
. | powers smoothly, quietly through the full posturing range . . . its every modern © 
oo feature contributing to the patient’s comfort and the surgeon's convenience. 


a} Please write for our new 24-page 


“Operating Tables’ brochure —TC-299. 


AMERICAN 
STERILIZER 


ERLE- PENNSYLVANIA 


HOSPITALS, J.A.H.A. 


World's largest designer and manufacturer of 


Operating Tables, Surgical Lights, Stertlizers and gy 
related equipment for hospttals 
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editorial notes 


—National Hospital Week 


N ATIONAL HOSPITAL Week, to be 
observed this year May 7-13, 
will have as its theme “‘Your Hos- 
pital—A Community Partnership.” 
The theme was chosen to empha- 
size the interdependence of the 
hospital and the community in 


providing optimum health care and 


protection. 


To delineate this partnership, © 


each hospital must tell a two-sided 
story of service. One side involves 
its own role in the partnership 


' which lies in its provision of pa- | 


tient care, and the closely allied 
functions of educating medical per- 
sonnel, conducting medical re- 
search, and educating the public 
on the principles of good health 
and hygiene. 


The other side of the story is the © 


community’s role which lies in its 
support of the hospital. Communi- 
- ty support means more than con- 
tributing to the hospital’s capital 
fund raising drives. It includes: 
volunteering personal service; en- 
couraging young people to enter 


health careers; belonging to a pre- 


payment program; supporting gov- 
ernment reimbursement programs 
' for care of the indigent, and sup- 
porting a program of coordinated 
health care for the entire commu- 
nity. 

Each hospital is urged to take 
this opportunity to underscore its 
own service story and to tell the 
lesser known story of its depend- 
ence on community support. If Na- 
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tional Hospital Week is actively 
observed by all hospitals, the cu- 
mulative impact on public opinion 
cannot .fail to be impressive. 
The support and participation of 
trustees and auxilians in the week’s 
activities are particularly encour- 
aged this year, for these groups 
typify the partnership concept. 
The added interest and participa- 
tion of medical staffs and hospital 


- personnel should insure an effec- 


tive observance of the week. 

The American Hospital Associa- 
tion is preparing a kit of materials 
to help guide planning and promo- 
tion of hospital activities. The kits 
will be mailed to all institutional 
members the first of March. 


—hospital objectives and costs 


“GUIDING POLICY for Hospi- 
tals in Pricing Their Services 
to the Public” was approved by 
the Board of Trustees of the Amer- 
ican Hospital Association on May 
19, 1960. 

This Policy was formulated and 


approved because the primary ob- 


jective of the hospital, considered 
as a community service agency, is 
to furnish high quality care to the 
sick and injured on an economical 
basis. The American Hospital As- 
sociation has taken the stand that 
the hospital’s financial policy 
should be related to this objective 
in an equitable and understandable 
manner. 

The hospital’s financial policy 
must not only be sound and real- 


istic, but must also be explainable 
to and understandable by the hos- 
pital’s public. Therefore, the Guid- 
ing Policy enunciates eight prin- 
ciples which are designed to assist 
hospitals in establishing equitable 
and understandable rates. 

To implement such a Policy, 
however, it is necessary that it 
also be adopted by the local hos- 
pital associations and put into effect 
among their member hospitals. 

The Hospital Council of Southern 
California provided the leadership 
in establishing uniform principles 
for hospital rates. The Southern 
California guiding principles pro- 
gram, placed in effect more than 
a year and a half ago, has been 
praised by physicians, third party 
payers, the public and by the hos- 
pitals themselves.* 

Since May 19, 1960, several state 
hospital associations have adopted 
and endorsed the AHA’s Guiding 
Policy. Among these are California, 
Idaho, Indiana, Mississippi and 
Oklahoma. The Oklahoma pro- 
gram was launched just last month 
(see news story, page 93). 

In the state of Washington, the 
state hospital association is cur- 
rently working toward adoption of 
the AHA Guiding Policy. In Illi- 
nois, the state association is con- 
ducting a pilot program among 45 
hospitals, with state-wide adoption 
in the picture. 

The AHA in December 1960 
queried allied hospital associations 
about steps being taken, in the 
absence of an approved pricing 
policy, to adopt such a policy. Re- 
plies received indicate that the al- 
lied hospital associations are alive 
to the need for and value of a 
guiding policy for establishing hos- 
pital charges and explaining them 
to the public. 

Hospitals, particularly those in 
the same communities, should fol- 
low uniform principles in estab- 
lishing rates which should be as 
inclusive as is practicable yet en- 
sure equity and understanding. 


*Tibbitts, S. J. Southern California’s 
Guiding Principles—An Evaluation after 
18 Months. Hosp1Tats, J.A.H.A. 35:32 Jan. 1, 
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T WOULD BE presumptive to at- 
tempt to forecast precisely the 
course of total spending on health 
care over the next decade. It is 
possible, however, to discuss pros- 
pects for the economy of the 1960’s 
—particularly the changes expected 

in the size and nature of the con- 

sumer market—based on trends. 

that are now in operation. It is 

| also possible to suggest what seem 
= to be the implications of these 
prospective changes in consumer 

income, tastes and spending pat- 


terns for the health care ‘“‘mar- 
ket’’. 


SIZE OF MARKET 


Let us look first at the probable 


| —_ size of the market before consid- 
FOR [ HE ering the significant changes in its 
character. One useful measure of 


size is the number of customers— 

and there will be approximately 

. 20 per cent more of them by 1970 
HEAL / 'H CARE than there are now. That is, the 
‘population of the United States 

| will reach approximately 210 mil- 

lion, compared to almost 180 mil- 

lion now. Births were up last year, 

but the baby boom will level off 

DOLL AR : soon, and the birth rate will be 
stable for several years. But a new 

baby boom will start around 1965 


when the babies born in the early 
postwar period reach marrying age. 


ECONOMY ON MARKET 


What counts in a market, how- 
ever, is not so much the number 
of customers as the number of 
dollars they have to spend. By 
1970, in this latter sense, the U.S. 
economy will be nearly 50 per cent 


by CHARLES E. SILBERMAN 


Charles E. Silberman is a member of 
the board of editors of Fortune magazine. 

This article is adapted from a presenta- 
tion at the 1960 Annual Conference o 
Blue Cross Plans, Los Angeles. 
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Recent trends in consumer spend- 
ing seem to indicate that during the 
1960’s stable or rising proportions of 
the consumer dollar will go into “seri- 
ous” expenditures, including health 
eare, rather than “luxury” expendi- 
tures, the author states. Yet, he warns, 
this is diseretionary spending; to pro- 
tect its share of the consumer dollar, 
voluntary prepayment must continue 
to show imagination and flexibility in 
devising new methods to meet the 
needs of the Sixties. 7 | 


larger than it is today, because the 
gross national product is likely to 
expand from approximately $503 
billion this year to approximately 


$750 billion in 1970—in today’s | 


prices, As a result, output per per- 
-son—the quantity of goods and 
services available for use—will 
rise by one-third over the next 
decade. This is twice as fast a rate 
as the average of the past 50 years. 
If this were all—if the 1960’s 
were simply a much bigger ver- 
*sion of the 1950’s—the next decade 
might loom as a profitable, but not 
necessarily as a particularly chal- 
lenging or exciting period. The 
next decade, however, will be all 
three, because the consumer mar- 
ket not only will be much bigger, 
it will also be very different, with 
very different needs and opportu- 
nities. These differences will spring 
. from deep-rooted changes in the 
distribution of income and in the 
kind of work Americans do to earn 
those incomes. 


INCOME DISTRIBUTION 


The changes in income distribu- 
tion can be understood best against 
the perspective of the revolution 
in income distribution that oc- 
curred during the last 25 or 30 
years. The most crucial aspect of 
this revolution was the emergence 
of the middle income group—fam- 
ilies with cash after-tax incomes 
of $4000 to $7500 per year—as the 
dominant income group. Some 42 
per cent of all family units were 
in this group in 1953, compared to 
20 per cent in 1929—in compar- 


able 1959 dollars. The bottom in- 


come group—family units having 
less than $4000 per year in after- 
tax income—declined from 71 per 
cent of all family units in 1929 to 
42 per cent in 1953. 

. The income revolution is still 
going on, but its course has been 
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changing in a very significant way. 
The following figures indicate 


_ trends in the economy that more 
than anything else will determine 


the potentials for business in the 
next 10 years. 


SIGNIFICANT TRENDS 


The $4000 per year income 
group—21 million—has not grown 
in number, and so has shrunk in 
relative size from 42 per cent of 
all family units in 1953 to 38 per 
cent in 1959. (These figures are in 
constant 1959 dollars.) The middle 
income group, surprisingly, has 
barely increased in number; some 


- 40 per cent of all family units are 


in this group, or a slightly lower 
proportion than in 1953. 

The big change has been in the 
number of family units receiving 
more than $7500 of income per 
year after taxes. The total number 
has grown from 8,600,000 in 1953 


-(17 per cent of all family units) 


to 12.3 million in 1959 (22 per cent 

of all family units). (see chart, p. 

37.) 
This is the group to watch, for 


this group is rapidly becoming the 


principal market in the United 
States. By 1970, there will be 
nearly 25 million family units, or 
37 per cent of the total, in this 
more than $7500 group, and they 
will be receiving more than $300 
billion out of the $500 billion of 
total after-tax incomes. In dollar 
terms, families with more than 
$7500 per year after taxes will 
constitute considerably more than 
60 per cent of the market; in num- 
bers, they will represent nearly 
40 per cent of the market. In 1929, 
by contrast, there were only 3.3 
million family units (9 per cent) in 
the top bracket. By 1970, there will 
be as many family units with in- 
comes above $7500 per year as 
there were with incomes below 


$4000 per year in 1929, which used 


to be considered a very prosperous 
time. 

This less than $4000 group, 
meanwhile—the one that once con- 
stituted the mass market—will 
have decreased still more, to 17 
million, or only 25 per cent of the 
total. And even this figure under- 
states the true change, for a very 
large proportion of the less than 
$4000 families are families only in 


the statistical sense. A large pro- 
portion of these “family units” are 


single youngsters just starting out 
on their own, who frequently re- 
ceive handouts from home to sup- 
plement their meager incomes. 
Another large proportion are old- 
sters living on social security, cor- 
porate pensions and life insurance 
benefits. 

Furthermore, the boom at the 
top is not limited to families just 
over the $7500 mark. On the con- 
trary, although the more ‘than 
$7500 group taken as a whole will 
double in size between now and 
1970, the $7500 to $10,000 group 
will increase by only 50 per cent 
—from 6 million family units to 
9 million. The $10,000 to $15,000 
per year bracket, on the other 
hand, will shoot up from 4.2 mil- 
lion family units to nearly 10 mil- 
lion, and the more than $15,000 
group from 2 million to approxi- 
mately 5.7 million. 

In summary then, by 1970, three 
families in four will have incomes 
of more than $4000 per year—the 
point at which discretionary in- 
come begins. Two families in five 
will have incomes of more than 
$7500 a year. 


CHANGE IN THE MARKET 


It is difficult to overestimate 
the historical significance of this 
change, for it means no less than 
that the income pyramid which 
has traditionally characterized all — 
human societies is being stood on 
its head in the United States. Even 
in 1947, United States income dis- 
tribution was in the shape of a 
broad-based pyramid, with 50 per 
cent in the bottom, 40 per cent in 
the middle, and 10 per cent in the 
top. By 1959, the pyramid had as- 
sumed a diamond shape, with the 
largest group in the middle, and 
smaller groups at the bottom and 
top. By 1970, the pyramid will be 
inverted, with the largest group 
at the top, a slightly smaller one 
in the middle and the smallest on 
the bottom. 

These changes in income distri- 
bution, in turn, will revolutionize 
the U.S. consumer market—indeed, | 
American society as a whole. In- 
come groups with less than $4000 
per year after taxes must make 
just about every dollar count for 
the necessities of life. Not much is 
left over for the luxuries of mid- 
dle class living. Income groups 
with more than $4000 per year 
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have an ever-widening range of 
options. It was the emergence of 
the $4000 to $7500 per year group 
as the dominant income group 
that destroyed the traditional di- 
chotomy between the “mass” mar- 
ket, on the one hand—mainly for 
drab, functional necessities—and 
the small “class” market -for lux- 
uries, on the other, and created the 
gigantic new “mass-class”’ market. 


DISCRETIONARY SPENDING 


The growth of the $7500 and 
above income group as the domi- 
nant income class in the late 1960’s 
will revolutionize the consumer 
markets all over again, for it will 
mean an explosive widening of 
discretionary spending. Indeed, by 
1970, more than half of all dispos- 


able income will be discretionary. 


The consumer market will be dom- 
inated by what is called “taste.” 

But what kind of choices will 
consumers make? If consumer dis- 
cretion in taste will play so pro- 
found a role in the market of the 
1960’s, then it matters tremen- 
dously for society what kind of 
taste is exhibited. The question is 
important for everyone with a 
product or service to sell. Indeed, 
it’s important for anyone inter- 
ested in the quality of American 
life. 

According to contemporary lit- 
erature, for example, the pros- 
pects are pretty grim. It has been 
said repeatedly that Americans are 
a herd of conformists and status 
seekers with abominably low 
tastes. It has become a cliché of 
our time that Americans have be- 
come a nation of nouveaux riche, 
starving such necessities as health, 
education and social welfare in or- 
der to pour more and more of their 
rising incomes into middle class 
frivolities. 

According to some critics, ‘‘con- 
spicuous waste” became in the 
1950’s the offense of all Ameri- 
cans. If this is true, what will hap- 
pen by 1970? 


PATTERN OF SPENDING 


This picture is familiar; it also 
happens to be badly overdrawn. 
For all their wealth, Americans 
spend their money in remarkably 
sober fashion. In 1959, for exam- 
ple, their after-tax income ran to 
$336 billion. Three-quarters of this 
$336 billion was spent on food, 
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clothing, housing and transporta- 
tion. This left $84 billion. Here 
again the figures on where the 
money went are rather surprising. 
Some $24 billion, for example, was 
put aside in the form of savings— 
a somewhat larger share of in- 
come than the long-term average. 
Nearly $19 billion went to pay the 
costs of health care. Of the re- 
mainder, $4 billion went for the 
upkeep of religious and welfare 
institutions, $4 billion for private 
education and $17 billion for what 
the Commerce Department statis- 
ticians call personal business, i.e., 
bank service charges, brokerage 
charges, interest on personal loans, 
etc. In the Commerce Department 
accounts, that leaves only $16 bil- 
lion for fun—for admissions to 
movies and spectator sports, for 
sporting goods and participant ath- 
letics, for books, magazines, gar- 
dening and pleasure travel. 

This figure, of course, under- 
states the full amount that Ameri- 
cans actually lay out for recreation 
and leisure. A good deal of the 
spending that goes for the opera- 
tion of automobiles and other forms 
of transportation, for housing, 
home goods and even food must 
also count as fun. All together, 
pleasurable spending done by 
Americans comes to $41 billion. 
The significant fact that emerges 
is that spending for recreation has 
grown no faster than consumer in- 
come in the postwar period, which- 
ever definition is used. 

According to economic theory, as 
their incomes rise, consumers will 
spend a rising share on luxuries 
like recreation, just as they spend 
a declining share on necessities 
like food. But on the lower Com- 


merce Department estimate, the 
percentage of disposable income 


that goes for fun has remained ap- 
proximately 4.8 per cent. Using the 
broader definition, which produces 
the $41 billion figure, spending for 
pleasure went down from 14.2 per 
cent of disposable income in 1947 
to 12.3 per cent in 1953, and the 
proportion has been stable since 
1953. Outlays for health care, edu- 
cation and personal business, on 
the other hand, have been taking 
a steadily rising share of the con- 
sumer’s dollar, and personal sav- 
ings have been running at a con- 
sistently high rate. 

Over the next decade, the pat- 


tern of consumer spending could 
change very radically. According 
to a projection made by Fortune, 
consumer after-tax income will 
rise by 50 per cent and its disposal 
will depend even more than now 
on discretion and taste. This could 
well push up the proportion of in- 
come spent on recreation and lei- 
sure. But food, clothing, housing 
and transportation are likely to 


take almost as large a share of the 
- consumer’s dollar in the Sixties 


as they did in the Fifties. There 
are good reasons for believing a 
stable or even rising proportion of 
income will be going into private 
education, health care, stocks, mu- 
tual funds, life insurance and other 
forms of “serious” spending and 
capital accumulation. It is obvious- 
ly impossible to predict now just 
what choices consumers will make 
in a decade that will see profound 
changes in the level and distribu- 
tion of incomes and in the occupa- 
tions by which these incomes are 
earned. But it is clear that spend- 
ing for recreation and leisure, 
whether broadly or narrowly de- 
fined, will be under substantial 
pressure from a long list of very 
sober items in the consumer 


budget. 


RECREATIONAL SPENDING 


The widespread impression that 
there has been a boom in recrea- 
tional spending is not sheer illu- 
sion. Rather, it reflects the pro- 
found shift that has been -taking 


_ place in the way Americans utilize 


their leisure. The shift has been 
from so-called “‘passive” to “active” 
forms of recreation. Total expendi- 
tures for alcohol, for example, 
have gone up only 7 per cent as 
against an 85 per cent rise in dis- 
posable income, and expenditures. 
on spectator amusements have ac- 
tually declined. Outlays for active 
forms of recreation, as well as 
purchase of. books, hi-fi sets, art 
supplies and art lessons, are boom- 
ing. 


SHIFTING CONSUMER SPENDING 


Where, then, did the notion of 
growing uniformity and mediocrity 
come from? It came from a mis- 
understanding of what was hap- 


_ pening to consumer spending. What 


has seemed to be uniformity in 
consumer spending patterns has in 
reality been the reverse: an enor- 
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mous widening of choice. The rea- 
son is simple, if fairly subtle. It 
used to be that there was a sharp 
and unbridgeable gulf between the 
spending patterns of the blue col- 
lar “working class’ worker and 
the white collar “middle class” 
worker. What has appeared as a 


growing tendency toward con-. 


formity has in fact been nothing 
less than the destruction of this 
gulf between the two styles of life. 

No longer is consumer spending 
influenced primarily by physical 
needs. With the income pyramid 
turned upside down, spending by 
lower economic groups is_ influ- 


enced primarily by the desire to | 


emulate the middle or upper in- 
come class. When everyone is a 
member of the middle or upper 
class—when everyone, that is to 
say, can afford to live like the 
Joneses—there is no longer any 
point in trying to keep up with 
them. On the contrary, rising in- 
comes force people to differentiate 
rather than to emulate. Nouveaux 
riches always become prudent and 
discriminating in time—and so the 
masses are becoming more dis- 
criminating too. They tend to use 
their rising incomes as a way of 
expanding their individuality. 


OCCUPATIONAL CHANGES 


These tendencies will be power- 


fully reinforced by changes in the | 


occupations by which Americans 
earn their rising incomes. By 1970, 
the male labor force will be 20 per 
cent larger than it was in 1957. But 
there will be 40 per cent more men 


in professional and managerial oc- - 


cupations. All together, there will 
be roughly 13.3. million managers, 
proprietors and professional men 
in 1970—one male worker in four. 
Including salesmen, these numbers 
will rise by approximately 30 per 
cent—nearly one-third of the male 
labor force will be in skilled white 
collar occupations. The number of 
skilled craftsmen will rise by only 
20 per cent, that is, as fast as 
the labor force as a whole. But 
an increasing proportion of these 
workers will be exercising a high- 
ly individualized and frequently 
quasi-professional skill. | 

The educational level will also 
be rising very rapidly. Since 1948, 
the average schooling of the labor 
force has risen from 10.6 years to 
12 years—a remarkable achieve- 
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ment. The proportion of people of 
college age in college has jumped 
from 14 per cent to 21 per cent 
just since 1950, and the proportion 
will rise very rapidly in the next 
decade. College attendance will 
climb from 4 million now to at 
least 7 million by 1970, and quite 
possibly to as much as 10 million. 
These figures do not take into ac- 
count the tremendous amount of 
on-the-job training, adult educa- 
tion, correspondence courses, etc., 
that are offered today. The end 
result of all these trends is that 
by 1970, more than half of the male 
labor force will be working at 
jobs that offer real creative. ful- 
fillment and provide a sense of 
individual worth. 


SIGNIFICANCE FOR HEALTH CARE 


What does this perspective mean 
for the health care “‘market’’? The 
crucial fact about health care is 


FAMILY UNIT INCOMES 
(CONSTANT DOLLARS) 


Income Distribution for Years 
1953 and 1959 


that it is becoming increasingly an 
item of discretionary spending. 
Since 1947, consumers have in- 


creased their outlays for health 


care much faster than their in- 
comes—from $7.1 billion, or 4.5 
per cent of disposable income in 
1947, to $17.8 billion, or 5.6 per 
cent of disposable income in 1958. 


' The rise in net spending for health 


and hospital insurance—premiums 
less claims—has been even sharp- 
er; such spending nearly tripled, 
to $1.4 billion. 


IMPROVED NATIONAL HEALTH 


Obviously this increase does not 
indicate that Americans. are in 
worse health than they used to be. 


On the contrary, the rise in health 
expenditures has financed an im- 
provement in the national health 
that has been one of the unsung 
achievements of the postwar peri- 
od. The increase in spending is not 
principally the result of increased 
costs. Although the index of medi- 
cal and hospital costs has risen 
twice as fast as consumer prices as 
a whole, the index takes no ac-- 
count of the enormous rise in the 
productivity of medical services 
as a result of the new wonder 
drugs, new diagnostic techniques 
and treatment, or reduced hospital 
time per confinement. 
The sharp rise in the proportion 
of income allocated to health care, 
therefore, stems largely from the 
fact that Americans have been de- 
manding—and receiving—a higher 
standard of health care. One of the 
ways Americans have exercised 
their growing discretionary income 
has been to buy a standard of 
health care above the subsistence 
level. There are no signs of any 
abatement in the rise in standards. 
On the contrary, higher standards 
seem to generate a demand for 
even better care. So do higher in- 
comes and better education. The 
chances are that by 1970 consumers 
will be paying out roughly twice 
as much on health care as they 
are now—that is, approximately 
$33 billion. This would increase 
the share of after-tax income from 
5.6 per cent to about 6.5 per cent. 


PROJECTION OF POTENTIAL 


This projection is no more than 
that—a potential that can be ex- 
ceeded or not even reached. How 
much consumers actually spend on 
health care will depend, in large 
measure, on what Blue Cross and 
the commercial insurance com- 
panies have to offer. If such spend- 
ing is now discretionary, then it 
follows that consumers’ decisions 
as to how much to spend will de- 
pend on the comparative values 
offered in the market place. If, for 
example, the costs of health care 
continue to rise faster than the 
costs of other goods and services, 
it is quite possible that consumers 
might decide to forego some health 
“luxuries” in favor of a more com- 
fortable house or more frequent 
vacations. 

On the other hand, the tremen- 

(Continued on page 98) 
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by SISTER M. GERTRUDIS, O.S.F. 


W ] HEN THE new outpatient and 


emergency service unit at 


St. Francis Hospital, Evanston, II1., 
was in the planning stage, many 
considerations were taken into ac- 
count, such as anticipating the 
needs of a fast-growing communi- 
ty, including as many conveniences 
as possible to make the unit effi- 
cient and, most important, provid- 
ing for rapid treatment of catas- 
trophe victims, civil or military. 
The one-story and basement ad- 
dition at the rear of the hospital 
building is constructed of the same 
materials and along the same 


architectural lines as the larger 


structure. The new addition, 
comprising approximately 15,000 
square feet, is air-conditioned and 
has separate entrances for outpa- 
tient and emergency facilities at 
the rear of the hospital. A wide 
driveway in front of the emergen- 
cy® department is constructed to 
prevent ice formation. 


NEW PATIENT FACILITIES 


The outpatient department has 
12 regular examining rooms, a hos- 
pital personnel examining room, 
two operating rooms and several 
special units including: dental, 
cephalometric, audiometric, proc- 

Sister M. Gertrudis, O.S.F., is adminis- 


— St. Francis Hospital, Evanston, Illi- 
nois. 


THE seven-bed recovery room contains carts 
which are fitted with side rails and oxygen 
dispensing equipment. 
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toscopic, orthopedic and eye, ear, 
nose and throat facilities. The 
emergency service area has five 
additional treatment rooms, an- 
other orthopedic room and a sev- 
en-bed recovery and observation 
room. Seven-foot wide automatic 
doors lead from the ambulance en- 
trance to the emergency depart- 
ment. The admitting office is situ- 
ated just inside these doors for 


rapid processing of patients, who. 


are taken by wheel chair or 
stretcher down a short hallway, 
separated from the treatment area, 
directly to an elevator which can 
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be controlled with a key by a 
nurse. Also found in this area are 
a police interview room, and treat- 
ment rooms constructed for access 
from two sides, one leading from 
the main corridor and the other 
from a supply area, Three disas- 
ter kits containing equipment for 
physicians to convey to the scene 
of an accident are also stored in 
the emergency department. 
Altogether there are 37 separate 
rooms with examining tables. In 
addition, there are four waiting 
rooms in which ambulatory pa- 
tients can be examined, confer- 
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ARCHITECTURAL drawing 
shows the layout of the new 
ovtpatient and emergency 
unit at St. Francis Hospital, 
which gives rapid, efficient 
care to disaster victims. 
{The numbers in the dia- 
gram were used when the 
unit was occupied to indi- 
cate equipment placement.) 


wid 
deors leading from the 
ambulance entrante to the 

ency department are 
demonstrated by police of- 
fiters. The driveway is con- 
structed to prevent ice 
formation. 
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THREE disaster kits containing all the supplies 
needed by a physician at the scene of an 
accident aré stored in the emergency depart- 
ment. These kits are checked periodically for 
contents. 


ence rooms, offices, a nurses’ 
lounge and quarters for the physi- 
cian on night duty. A supply of 
stretchers belonging to the Evans- 
ton Civil Defense Corps is also 
stored at St. Francis for use in a 
catastrophe. 

Physicians believe that 100 dis- 
aster victims could be treated in 


the unit simultaneously without 


confusion. Police officials say many 
could be accommodated by trans- 
ferring patients to other areas 
nearby as soon as possible after 
treatment. 


MAXIMUM HOSPITAL USE 


Plans for maximum use of St. 
Francis Hospital in the event of 
a catastrophe have been in effect 
for many years and are brought 
up-to-date as changes are made in 
the hospital’s physical plant. Each 
year the staff and personnel re- 
hearse the disaster plan operation 
under the direction of the disaster 
chairman. The new addition aug- 
ments the hospital’s ability to aid 
large numbers of patients. 

Although the service has been 
open only a few months, every- 
day use of the new unit. already is 
proving to be smooth and efficient. 
The outpatient department regis- 
tered 20,057 visits in 1959, com- 
pared with 6170 10 years ago. 
During the first month in the new 
quarters, 2131 patient visits were 
recorded, compared with 1569 for 


the same month a year ago; in the 


emergency unit, 13,293 patients 
were treated in 1959, compared 
with 3905 in 1949. 

All outpatient and emergency 
facilities are designed for multi- 
purpose use by private patients, 
clinic patients, hospital employees, 
or community agencies. Included in 


the latter are the University of 


Illinois Division of Services for 
Crippled Children, the Suburban 
Cook County Tuberculosis Sani- 
tarium District and the Infant 
Welfare Society of Evanston. s 


CIVIL Defense stretchers are stored at St. 
Francis for use in an emergency. Each year 
the hospital rehearses the disaster plan opera- 
tion and brings its resources up-to-date. 
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PUBLISH 
WITH 


by RICHARD C. THOMPSON 


be ANY effective publishing pro- 
gram, including a hospital pro- 
gram, three rules should be fol- 
lowed: first and always, publish 
with a purpose; then, establish 
firm editorial control; and finally, 
follow through on distribution. In 
addition, hospitals. need to know 
what to publish, how to publish 
and. why to publish certain infor- 
mation, because they have to reach 
several audiences—the patients, the 
employees and staff and the gen- 
eral- and special-interest public. 

The public relations department 
of the Johns Hopkins Hospital, 
in connection with its function of 
producing publications of various 
kinds for the institution, over the 
past five years has collected hun- 
dreds of publications of other hos- 
pitals. 7 


Recently a hundred or so of these 


publications were gathered at ran- 


Richard C. Thompson was assistant di- 
rector of public relations, the Johns Hop- 
kins Medical Institutions at the time this 
article was written. He is now director of 
medical public relations, George Washing- 
ton University, Washington, D.C. 
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Any publishing program has prob- 
lems, including those related to the 
trade, but hospital publications have 
a unique set all their own, because of 


the wide audience served, the author 


notes. An analysis of hospital publi- 
cations and some suggestions for con- 
tent, layout and design are presented. 


dom and examined for content and 
type of audience appeal. It was 
found that each publication could 
be fitted into one of five categories: 
patient. information, employee in- 
formation, hospital newspaper, an- 
nual report and institution bro- 
chure. These publications were 
examined as to their apparent pur- 
pose in an attempt to reach certain 


_general conclusions about the five 


types of hospital publications and 
how they can best meet the needs 
of the audiences and the institu- 
tions they serve. 


PUBLICATION CATEGORIES 


Patient Information. The patient has 
the greatest need for information, 
and the hospital has the shortest 
time in which to reach him. The 
patient enters the hospital environ- 
ment from a familiar one, and 
suddenly finds he has no control 
over his new environment. It has 
its own laws, its own dress and 
even its own language; by choice 
he would not be in it. 

The purpose of a patient-infor- 
mation booklet is to introduce the 


patient into this new environment 
with as little dislocation for every- 
one concerned as possible. This 
booklet must anticipate the pa- 
tient’s questions, provide the an- 
swers and place him at ease, so 
that his only problems are his 
medical ones. 

A good patient booklet is not 
difficult to produce. It should be 
small, attractive and to the point. 
Except for a brief description and 
map of the hospital, it should con- 
cern itself only with information 
for the patient: what to bring and 
where to take it, rooms, meals, 
services, visitors, fees and charges 
and other specifics; anything else 
is distraction. : 

One good example of patient in- 
formation booklets is the inpatient 
information folder of the J. Hillis 
Miller Health Center Teaching 
Hospital and Clinics, Gainesville, — 
Fla. It is small (16 pages and 
pocket size), printed in two colors, 
nicely illustrated, organized and 
indexed and tells its own story. 
There is a companion piece for 
outpatients. 

Employee Information. The employee 
also needs information. Such pub- 
lications are often called “hand- 
books’’, implying that the employee 
would do well to carry it with him. 

The handbook should introduce 
the worker to the hospital and the 
hospital to the worker. It should 
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be written in an informal and 
positive manner, although it may 
become more formal and restric- 
tive when defining hospital rules. 
It should not give job instruction 
(let the supervisor do that), but 
should describe work benefits, safe- 
ty, hours, pay and promotion and 
other general information. Illus- 
trations greatly increase reader 
interest. A well done handbook 
can help create a sense of pride 
and responsibility in the hospital 
worker. 

The 48-page handbook used at 

the Johns Hopkins Hospital, for 
example, contains employee infor- 
mation, regulations, policies and 
practices. It is written in simple 
and direct sentences, has large, 
readable and well spaced type and 
a quick index tab. Liberal use of 
photographs adds to its attractive- 
ness. Extra tough printing paper 
is used for the cover. This hand- 
book, issued to all hospital em- 
ployees, is given to each new em- 
ployee during orientation. 
Hospital Newspaper. The third cate- 
gory—the hospital newspaper— 
seems to be the most prolific of all 
hospital publications, but may lack 
editorial purpose and control and 
printing quality. Reasons for this 
may be that frequent publication 
(usually monthly) allows too little 
time for preparation. Also, the 
reporting staff may be made up of 
amateurs, and a part-time editor 
may be busy elsewhere. However, 
perhaps the real reason these pub- 
lications falter is that administra- 
tion does not know what it wants, 
except that it wants to publish a 
hospital newspaper. Even editorial] 
control cannot offset such admin- 
istrative uncertainty, and when 
both purpose and control are lack- 
ing, this compounds the failure. 

However, any hospital news- 
paper should be kept small and 
should maintain a balance between 
news and features, photographs 
and stories. There should be no 
preoccupation with any one service 
or department, and it should re- 
flect a family feeling among hos- 
pital employees. 

Annual Report. The annual report is 
usually where hospitals do their 
best publishing. Quality of print- 
ing is high, administrative purpose 
is evident and editorial control is 
strong. Reasons for this are appar- 
ent: the annual report is the most 
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Your first contact with The Johns Hopkins 
Hospital is the Personnel Office. Most appli- 
cants are interviewed in the Personne! Depart- 
ment and referred to individual departments 
for placement. The department head makes the 
final decision on employment. Applicants are 
selected on the basis of skill and 
The Hospital does not discriminate hecause of 
race, religion or nationality. 


experience. 


In the interest of safeguarding the patients 
and protecting the employees of the Hospital, 
you may be asked to take a physical examina- 
tion at the time you begin work or at such other 
times as this may be advisable. 


Time Cards and Records 


If you are paid by the hour, you will be issued 
a time card and you will be ahown the location 
of the time clock. Many of the time clocks and 
time card racks are located immediately down- 
stairs from the Employees’ Entrance at 1829 
East Monument Street. For this reason, you 
should use this entrance when entering or 
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EXAMPLES of two types of hospital publica- 
tions are shown in these pictures. Informa- 
tion in the employee information brochure 
(top) might include a picture of the hospital, 
a tab-index for easy reference to any ques- 
tions about the hospital's policies and a for- 
ward welcoming the employee to the hospital. 
A map locating the various buildings of the 
hospital can also be included in this booklet 
(opposite page). Patient information booklets 
(right) should give general information about 
the hospital's facilities and policies that the 


in- and outpatient needs to know. 


carefully edited and prepared, it 
often benefits from outside artistic 
advice and it has the largest budget. 
Few hospitals cut corners on their 
annual reports. 

The annual report should sum- 
marize the operational highlights 
of the year. It should mention 
improved physical plant facilities, 


Your pride m your job will nat anh enhance the reputation of the 
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improved patient services and other 
hospital improvements. It is the 
legitimate place to discuss hospital 
problems, but such woes must not 
dominate. Neither should all prob- 
lems be related to finances. The 
annual report should be a bal- 
anced summary of the year just 
accomplished. A prognosis for the 
coming year may be included, but 
it should be done cautiously and 
carefully. 3 

The annual report should not 
have too many listings of names 
and titles. Names and titles do not 
make news, nor do they make good 
reading. It may be necessary to 


list administration, medical staff, 


volunteers, contributors and others, 
but in view of outside interest from 
the public, these tiresome listings 
should be kept to a minimum. 
Furthermore, decisions as to edi- 
torial content. of the annual report 
should be made from the over-all 
viewpoint of the institution based 
on those services or facilities that 
best forwarded the _ institution’s 
purpose during the year. This re- 
quires an objective, institutional 
decision. 


Finally, visual illustration—im- 


portant to most hospital publica- 
tions—is especially needed in the 
annual report. The hospital offers 
a rich resource of graphic illus- 
tration material for its publications 
and does itself a disservice if these 
possibilities -are not used. 

The annual report of the Johns 
Hopkins Hospital, for example, is 


a 16-page booklet, divided into five 
sections: general operations, im- 
proved operation, development, 
teaching and research. The im- 
portant developments in each area 


are discussed, and the booklet is 


liberally illustrated with photo- 
graphs of hospital activities. 

institution Brochure. The final hospital 
publication—the institution bro- 
chure—is less easily defined than 
the others. It may be a summary 
history of the hospital’s' activities 
in the community and in medicine, 
carrying with this the philosophy 
and purpose combined with cur- 
rent activities; or it may be a 
general information brochure that 
is less timely than other publica- 


‘tions and the first publication given 


to anyone asking about the hospi- 
tal. 

The eight-page institution book- 
let at the Johns Hopkins Hospital 
is printed in two colors and has 
photographs. It also has a map of 
Baltimore, locating the medical 
institutions, and a brief descriptive 
text. It can be handed-to anyone 
and mailed anywhere. 


FUND RAISING INFORMATION 


There is one category of hospital 
publications that has intentionally 
not been included in the previous 
discussion. This is the fund raising 
and development group, including 
letters of solicitation, trust and 
bequest booklets, special presenta- 
tions to business and _ industry, 
folders describing projects that 


Mount Sinai Bon-proftt hospital Thia 


need underwriting and the other 
publication approaches to the po- 
tential hospital donor. Because 
these materials are related only to 
the development efforts of each 
institution and are peculiar to the 
kind of fund raising being at- 
tempted, there is little point in 
comparing one with another. Fund 
raising is a mystery unto itself. 
Generally, however, the hospital 
development staff can make good 
use of some of the publications 
discussed earlier. The development 
staff should also be aware of 
changes and additions in the hos- 
pital publishing program. 


A DOZEN PUBLISHING HINTS 


To be effective, any publication 
program needs to be aware of the 
pitfalls of producing the printed 
word. The following suggestions 
may be helpful: 

1. Be prepared to pay for crea- 
tivity and false starts. Do not be 
surprised when the project exceeds 
the budget. 

2. Designate one person to edit 
each, and preferably all, hospital 
publications. Nothing should be 
edited by committee. 

3. Decide early what groups are 
to get each publication, making 
certain that all departments which 
can claim ‘interest are included. 
Then, order realistically against 
this figure. Remember that most 
publications require substantial 
change within two years. 

4. Prepare copy, select illustra- 
tion and design each publication to 
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meet the interests of the intended 
readers. 
5. Avoid publishing anything 
that appears to be too expensive. 
Publications should not look as if 
they caused a hospital deficit. 
6. Hospitals have characters and 
personalities. If publications are 


prepared by an outside agency or 


artist, be sure that the hospital 
character does not disappear into 
a formula design which the artist 
has found successful. 

7. Paper, typesetting and press 
time are the cost factors in print- 
ing. Paper comes in large sheets 
and is cut to the size of the publi- 
cation. Avoid nonstandard sizes 
and exotic shapes which require 
wasteful cuts. Make all changes in 
copy before it goes to the printer; 


author’s alterations are expensive. » 


Respect deadlines, and the printer 
can put the publication into his 
normal work on the proper press 
with no overtime. Also, short dead- 
lines are costly. 

8. The virtues of offset versus 
letterpress printing are debatable. 
Most publication programs need 
and use both. 

9. Use a second color. It adds 
much to the appearance of the 
publication and doesn’t add too 
much to the cost. Black is usually 
considered the first color; anything 
else is the second or third color. 
Color is good for sketches, head- 
lines, page decorations and for 
bright touches throughout. How- 
ever, be cautious in using colored 
inks for photographs—the results 
can disappointing. 

10. If specific information (day 
rates, clinic hours, etc.) may change 
quickly, group this information on 
loose pages, separated from the 
more constant information. Then, 
as changes occur, reprint only the 
out-of-date inserts. 

11. If a publication is to be re- 
vised regularly, ask that the type 
be retained at the printers. When 
this publication is to be printed 
again, there will only be a charge 
for resetting the changes. 

12. When the same publication 
is done each month or year, it is 
helpful to work with the same 
printer, especially if his prices 
are reasonably competitive. It is 
also helpful to have a printer 
who understands the publication’s 
needs, but do not pay too great 
a bonus for this understanding. ® 
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| pes SOME years industry has be- 
come increasingly aware of the 
importance of a good, sound in- 
formation program within the in- 
dividual firm, and much money, 
time and talent have been spent 
in developing information pro- 
grams about the company for the 
employees. It has been estimated 
that American industry spends 
more than $100 million per year 
producing and distributing more 
‘than 10,000 company periodicals, 


reports and informal letters, most 


of them for employees. 

Experts advise on how to make 
bulletin boards more attractive. In- 
formative bulletins go out in pay- 
roll envelopes. Probably every 
method of communication is uti- 
lized in distributing information 
about a company to its employees. 
Why? Because the employee is the 
best link with the public a com- 
pany serves. 

There is a comparison between 
industry and the hospital field. It 
is safe to say that many of the 
communication goals industry ex- 
pects to achieve are hospital goals 
also: better morale, better rela- 
tionship between management and 


labor, and better representation in 


the community. 
HOSPITAL INFORMATION NEEDED 


In recent years, growth in hos- 
pital-centered organizations, espe- 
cially the hospital auxiliary, has 
made an effective information pro- 
gram within the hospital more im- 
portant than ever. For example, 
from a nucleus of several mem- 
bers who provide limited funds for 
free beds, or‘do odd jobs for the 
hospital, an auxiliary can grow to 
- several hundred members within a 
few years. 

Whenever individuals get to- 
gether to form an organization, 
each person should be well aware 
of the primary aims of the organi- 
zation and personally involved in 
its goals. and problems. Likewise 


Mrs. Thomas J. Brown is publicity 
chairman, Women’s Hospital Asuuifiagios of 
the Illinois Hospital Association. 
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Keeping hospital auxiliary members 
informed on the basic policies, prob- 
lems, services and future plans of the 
hospital so that they can inform the 
public is a worthwhile concern of the 
administrator, the author suggests. 
She lists and discusses 10 communica- 
tion techniques the administrator can 
use to keep hospital auxiliary mem- 
bers informed. 


in the auxiliary, whether the mem- 
bers actually have a good under- 
standing of the hospital and its 
needs, or whether their devotion 
compensates for lack of knowledge, 
the fact that the auxiliary knows 
and attains its own goals is im- 
portant. But expanding member- 
ship in the auxiliary brings many 
members who join for a variety of 
reasons. It is then that a real neces- 
sity arises for a constructive infor- 
mation program. 

If one admits this necessity, the 
next question is: What information 
do auxiliary members actually 
need to know? | | 

First, the auxiliary members 
should be informed on the basic 
structure of their hospital, its 
standards and services. Second, 
they should know its standing in 
the community, its needs and plans 
for the future, its problems and 
shortcomings. They need to know 
about hospital costs, the way they 


are accounted for, the accounting — 


systems in use and the payroll 
system. Third, if the hospital is a 
teaching hospital, or is expanding, 
they should know this and be ac- 
quainted with the problems in- 
volved. Finally, they should know 
some history of the hospital and 
the auxiliary. 

Many books have been written 
about the problem of internal com- 
munication. Although these books 
are aimed essentially at industry, 
they have suggestions of value to 
volunteer associations. One book in 
particular has provided some guides 
which can be used for such a pro- 
gram in the hospital.* Several 

*Newcomb, R. and Sammons, M. Speak 


Up Management, New York, Funk & Wag- 
nalls, 1951. 


_a hospital ad 


“commandments” in this book are 
pertinent to voluntary membership 
programs and are included in the 
following 10 communication steps 
inistrator should be 
aware of whenh_setting up and 
maintaining an auxiliary informa- 
tion program. These steps are not 
necessarily listed in order of im- 
portance but rather in chronologi- 
cal order, starting with the inau- 
guration of the auxiliary program 
and ending with the revision of it. 

One. Make the auxiliary mem- 
bership information program an 
administrative responsibility. In 
order to succeed, this program 
must have sufficient prestige to 
demand respect and cooperation. 
There must be ready access to 
every hospital committee and to 
all levels of administration and 
staff. The person who guides the 
information program must be ac- 
cepted as a leader of considerable 
importance and deserving of con- 
stant help. 

Two. Give the director of the pro- 
gram competent and sufficient help 
to do the job. This does not netes- 
sarily mean professional aid—some 
organizations seem to think it is 
impossible to put out a newsletter 
without a newspaper person, or do 
a poster without a commercial 
artist. Unfortunately, trained per- 
sonnel are not always willing or 
geographically available to do work | 
for organizations. Some very fine 
newsletters are done by amateurs 
who use imagination and devotion 
to compensate for their lack of 
training. Also, although most per- 
sons are willing to do what they 
can do best, it may be unfair to 
saddle an auxiliary member with 
a near approximation of her regu- 
lar job and to deprive her of the 
opportunity to grow into other 
areas of leadership and _ service. 
Certainly, the professionals can be 
used if they are available and will- 
ing, but this does not mean that a 
less qualified individual cannot do 
just as good a job. 

How much help is needed will 
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depend on the number of activities 
undertaken. Even a modest news- 
letter can be time-consuming, and 
the volunteer who does it may not 
want to be saddled with a publicity 
job as well. 

There should always be enough 
persons in active roles to assure a 
constant flow of energy and ideas. 

Three. Look over all methods of 
communicating information and 
choose those which seem to hold 
the most promise. The most ob- 
vious and the most requently used 
methods are newsletters, orienta- 
tion programs and membership 
meetings. However, the list does 
not stop here. Whether a newslet- 
ter is published or not, it may be 
a good idea to consider publishing 
the auxiliary president’s letter. 
This has several advantages: it can 
be more informal; it attracts at- 
tention because it is unexpected 
and because it carries the signa- 
ture of the president; and it can be 
timed to fit a special event or spe- 
cial announcement. 

Fact sheets and brochures can 
be enlightening. If anything of this 
sort is produced for the public (or 
patients), it should certainly go to 
every auxiliary member, too. 

The “anual report” to some as- 
sociations still means dull, single- 
spaced copy, but hospital organi- 
zations, as well as industries, have 
proved in recent years that annual 
reports can be as attractive as they 
are informative. 

A bulletin board located in e 
spot where auxiliary members 
gather regularly is worth consid- 
ering. In addition to its more rou- 
tine functions, it can display ad- 
vance releases of publicity, thus 
fulfilling the vital mission of in- 
forming the auxiliary members of 
a new hospital move before the 
general public. 

The point to remember in choos- 
ing information tools is that an or- 
ganization probably should try two 
or more methods simultaneously. 
Although some individuals learn 
more from reading, others learn 
more from hearing and discussing. 
All of the auxiliary members will 
not subscribe to the same source 
of information. 

Four. Never let the information 
program slow down. Just as hos- 
pitals take no vacations, the need 
to keep auxiliary members in- 
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formed does not cease although the 
emphasis may change with the sea- 
sons. Summer may be the time 
when meetings and newsletters 
give way to orientation or other 
plans. A tremendously busy sched- 


ule this year does not justify tak- 
ing it easy next year. The ground 


lost will be hard to regain, and 
misinformation may get there first. 
It is better to schedule a moderate 
program that can be kept up in- 
definitely than an intensified pro- 
gram that bogs down after a year 
or so, 

Five. Know the people. Realize 
that some members can give much 
time to knowing their organization, 
and some can give little. Some have 
three or four generations of par- 
ticipation in auxiliary work be- 
hind them, and others are almost 
strangers in town. Remember that 
although charter members do not 
need to be educated about aims, 
they need to be kept up to date 
on developments, for they carry 
considerable weight among their 
friends and in the community as 
symbols of the organization. 

Know the staff. The talents it 
can lend for information efforts 
and the attitude it has toward the 
organization can be helpful in han- 
dling misunderstandings which 
might arise. 

Know the community. Its atti- 
tude toward the organization (and 
the health field in general) will be 
a guiding factor in the information 
program. 

Six. Use language that everyone 
can understand. Auxiliary mem- 
bers must learn to bridge effec- 
tively the area between the highly 
technical world of the hospital and 
the untrained world of the com- 
munity. The best way to do this 
is to speak and write accurately, 
but generally in the community’s 
language. Using misunderstood 
terms in a doubtful statement to a 
thoroughly bewildered audience is 
no way to make friends for the 


hospital. 


Seven. Be sincere; don’t over- 
glorify. Members must be helped 
to keep their perspective not only 
about their place in the whole hos- 
pital organization but also in the 
hospital’s place in the community. 
This is not a personality contest. 
The aim is not to give members a 
weapon to outdo their friends at 


the bridge table but to build con- 
fidence in the hospital based on 
knowledge and understanding. 
Eight. Don’t ignore unsavory sit- 
uations. The old adage, “It’s the 
truth that hurts,” is only part of 
the story. If the truth hurts, the 
rumor hurts much more. Unpleas- 
ant situations are bound to develop 
in any organization. Ignoring the 
truth will not help; it will only 
leave the field open wide for rumor 
and uncertainty. Confidence is 
built not by overlooking bad news 
but admitting it and knowing 
something is being done about it. 
Frankness in dealing with minor 
problems as they arise will build 
the trust that will be essential in 
dealing with major crises. Clear- 
cut lines of communication are 
the best defense against trouble. 
Nine. Evaluate the program con- 
stantly. If the newsletter, for ex- 
ample, is not reaching enough 
members, try something else along 
with it. | 
Ten. Whatever is done, it should 
be done well. Many organizations 
try to do the member information 
job on a low budget or no budget 
at all. However, lack of money 
should be no problem. Being so- 
cial animals auxiliary members 
will share their experiences with 
their families and friends. The en- 
thusiasm of a well run meeting will 
be carried home. But, on the other 
hand, a poorly done job, despite the 
best of intentions, makes it hard 
for the auxiliary member to main- 
tain pride in her association. The 
expenses for the project can be 
kept down by using ingenuity and 
resourcefulness. 


HOSPITAL AMBASSADORS 


Every auxiliary member, how- 
ever broad or narrow her outside 
interests, is certain to have some 
opportunity to be an ambassador 
of good will for her hospital. She 
deserves and needs the informa- 
tion and understanding about her 
hospital in order to be a good am- 
bassador. The problem of keeping 
the auxiliary member informed 


should be of major importance to 


the auxiliary, as well as the ad- 
ministrator, and any information 
program must be well planned and 
executed if the hospital auxiliary 
is to be of value in the commu- 
nity. 
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OLUNTARY HOSPITALS in San 

Francisco have made consider- 
able progress in the past decade to 
overcome racial and ethnic bar- 
riers in patient care, in profes- 
sional services and training, and 
in employment, but there is still 


a need for an explicit nondiscrimi- 


natory policy. While Chinese- and 
Japanese-Americans have made 
very substantial gains in training 
opportunities, upgraded employ- 
ment and medical staff appoint- 
ments, the gains for Negroes have 
lagged far behind. Governmental 
hospitals in San Francisco—fed- 
eral, state and county—follow a 


general policy of integration in - 


patient care and a merit policy. of 
nondiscrimination in staff appoint- 
ments and employment. 

These are some findings of a 
study of hospitals by the writer 
for the Civil Rights Inventory of 
San Francisco, conducted by the 
Council for Civic Unity under a 
Columbia Foundation grant. The 
administrators and other adminis- 
trative personnel of the 19 hospi- 
tals in the San Francisco Hospital 
Conference were interviewed for 
this report. Supplementary infor- 
mation was obtained from a 
sample of nonwhite physicians 


Irving Babow, Ph.D., is a medical soci- 
ologist, the School of Social Welfare, Uni- 
versity of California, Berkeley. 

He was research coordinator of the 
Civil Rights Inventory of San Francisco 


and adapted this article from the section ~ 


of his report on hospitals. 
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by IRVING BABOW, Ph.D. — 


A survey of voluntary hospitals in 
San Francisco indicates that headway 
has been made in recent years in over- 
coming racial and ethnic barriers in 
patient care and professional service 
training and employment for minority 
groups, the author reports. He sum- 
marizes current conditions and con- 
trasts them to conditions prevalent a 
decade ago. 


from the San Francisco Depart- 
ment of Public Health and from 
employment agencies. 


PATIENT CARE 


The extent of progress in San 
Francisco hospitals and clinics can 
be gauged by comparing the current 
situation to that in 1947.* Now, 
as in 1947, a substantial percent- 


age of low-income minority fami- 


lies receive care on an integrated 
basis at public hospitals. However, 
the number of voluntary and pri- 
vate hospitals providing equal and 
unsegregated facilities for non- 
white patients has increased 
greatly since 1947. In 1947, if non- 
white patients were admitted to 
private or voluntary hospitals, they 
received care primarily in private 
rooms rather than in wards or 
*As reflected in the Report of the Health 


Committee of the Council for Civic Unity, 
“Health Facilities Limited”. 


semiprivate rooms. Since most 
nonwhite patients could not afford 
a private room, the number of such 
patients was minimal. Increased 
nonwhite participation in health 
insurance and union health plans 
has contributed to utilization of 
voluntary hospitals by nonwhites. 

Substantial advances have been 
made in the unrestricted admission 
of Negro and Oriental patients to 
wards and semiprivate rooms. 
Generally, the hospitals reported 
that nonwhite patients are as- 
signed to these rooms “on a ran- 
dom basis’’, although some hospi- 
tals are in a “transitional” stage 
in this matter and report that they 
try to separate white and nonwhite 
patients “but that this is not al- 
ways possible’. The percentage of 
hospitals that practice segregation 
in their semiprivate rooms is much 
greater than the percentage that 
practice segregation in the wards. 
Seven hospitals said that minority 
patients are assigned in semipriv- 
ate rooms with others of their own 
group. Another seven hospitals 
stated that minority patients are 
assigned on a random basis. One 
hospital had no minority patients 
at all; and four hospitals did not 
answer the question. Almost all of 
the hospitals appeared interested 
in describing their policy as un- 
restricted and equal for all pa- 
tients, even though in practice they 
indicated there is differential as- 
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signment on a racial basis. No hos- 
pital reported differential treat- 
ment toward Jewish patients. 

Of the 15 hospitals with wards, 
10 said they assign minority pa- 
tients to wards on a random basis. 
One hospital allowed no nonwhite 
patients, and according to two hos- 
pitals there is differential treat- 
ment—one places Negroes “auto- 
matically” in a private room, and 
the second “tries to separate Negro 
and white patients’. Two hospi- 
tals did not answer this question. 
Those hospitals which practice in- 
tegration of patients generally re- 
ported no difficulties with patients 
or staff in carrying out this policy. 

With the exception of one hospi- 
tal, the facilities for private rooms 
for Negro and other minority pa- 
tients seemed to be equal and 
available at regular rates. 

Fourteen of the 19 hospitals have 
outpatient clinics, and all of the 14 
indicated that clinie care is avail- 
able to minority patients on the 
same basis as other patients and 
with no differential treatment or 
segregation. 


PROFESSIONAL SERVICE AND TRAINING 


Some significant gains have been 
made in the number of minority 
physicians with privileges in San 
Francisco hospitals and in the 
number of hospitals extending 
these privileges.* In 1947, only one 
Negro physician . had courtesy 
privileges at one hospital, and 
there was a negligible number of 
Oriental physicians with hospital 
privileges or staff appointments. 

A decade later, nine of the hos- 
pitals indicated they have Negro 
physicians serving in some capa- 
city, although these physicians are 
almost entirely limited to visiting 
and courtesy privileges. The range 
of Negro physicians in each of 
these hospitals was from one to 
six with an average of about three 
per hospital. Three hospitals re- 
ported having one Negro resident, 
and one hospital had a Negro 
physician on its teaching staff. No 
hospital reported having any 
Negro interns or any Negro physi- 
cians on the attending staff. 

Sixteen hospitals have Chinese- 


*Nonwhite doctors, however, still com- 
prise a slight proportion (2 per cent) of 
San Francisco’s physicians. Of the ap- 
proximately 1800 physicians in 1956, an 
estimated 13 were Negro, 30 Chinese- 
American, and 4 Japanese-American. 


American physicians on their staffs 
and three do not. The range of 
staff positions for Chinese physi- 
cians was much greater than for 
Negro physicians. 

Ten, or more than half of the 
hospitals, have Japanese-American 
doctors in a wide range of staff 
positions and privileges; nine hos- 
pitals did not have them in any 
capacity. In 1947, no Filipino physi- 
cians were reported, but a decade 
later four hospitals had them on 
their staffs or in training. Six Fili- 
pino physicians were residents, 
two were interns, and two were 
“active” staff members. Other 
minority physicians included an 
Indian resident in one hospital and 
three Korean. physicians on the 
teaching staff of another hospital. 

Data on Latin American physi- 
cians were incomplete, but the 
number of hospitals with Latin 
American physicians in staff posi- 
tions apparently is increasing. Ac- 
cording to four hospitals with such 
doctors, one has eight physicians 
with courtesy privileges and seven 
others; the second hospital has 
eight with courtesy privileges and 
one attending; the third has one 
physician with courtesy privileges, 
one intern and two residents; and 
the fourth hospital has one active 
staff member. 

All but one of the hospitals in- 


terviewed had Jewish physicians 


on their staffs in a wide range of 
positions. 


NURSE TRAINING 


The opportunities for nurse 
training of minority group women 
seem to have improved moderately 
since 1947. At that time, of 11 
nursing schools, four had restric- 
tions. Later, 12 nursing schools 
said they admitted applicants from 
minority groups. The proportion of 
Chinese- and Japanese-American 
nurse trainees was much greater 
than Negroes. While a substantial 
proportion of Negro women were 
encouraged to become vocational 
nurses and nurses aides, there was 


relatively little encouragement and 
recruitment by nursing schools,. 


hospitals or school counselors for 
Negroes to train as_ registered 
nurses. 

Seventeen hospitals had some 
minority group members employed 
as registered nurses; and two hos- 
pitals had no minority individuals 


in this capacity. But eight hospi- 
tals (42 per cent of the total) re- 
ported having Negro nurses em- 
ployed; in most cases, the number 
was one or two. Fourteen hospitals 
did not have any Chinese-Ameri- 
can nurses employed; with one ex- 
ception, in the five hospitals that 
did so, the number was relatively 
small (from two to five). Twelve 
of the hospitals did not have any 
Japanese-American Nurses; seven 
did. Five of these seven hospitals 
had from one to six nurses of this 
group. There were apparently some 
gains for Filipino nurses; there 
were from one to five such nurses 
employed in eight of the hospitals. 

For Latin American and Jewish 
nurses, the data were incomplete. 
Of five hospitals reporting Latin 
American nurses, four hospitals 
said they had one or two and the 
fifth could not estimate the num- 
ber. Eight hospitals (42 per cent) 
had some Jewish nurses in rela- 
tively small numbers, generally 
from one to five. 

The most serious limitations in 
nursing opportunities were for 
Negro registered nurses. Although 
they were employed in eight of 
the 19 hospitals interviewed, the 
number of Negro nurses was 
hardly over one per cent of the 
registered nurses employed. Al- 
though some hospitals had a rela- 
tively large proportion of Oriental 
nurses, a substantial number did 
not have any or only a very limited — 
number. 

In some of the hospitals, oppor- 
tunities in supervisory positions 
seemed to be opening for minority 
nurses except Negro. Only one 
Negro nurse was reported in such 
a role. The rank order of minority: 
nurses in supervisory jobs was 
Japanese first, Jewish second, and 
Filipino third. 


OTHER HOSPITAL JOBS 


In the past decade, great strides 
have been made by Chinese- 
Americans for positions in San 
Francisco hospitals, including such 
jobs as laboratory technicians, 
clerical workers, pharmacists, die- 
titians and medical librarians. 

Negro workers have been em- 
ployed in increasing numbers in 


hospitals, but predominantly they 


are used in the lower level un- 
skilled service jobs and semiskilled 
(Continued on page 98) 
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Frank S. Groner, president 
American Hospital Association 


Education: A Continuing Need 


F WE WORK upon marble,” Daniel 

Webster said, “it will perish; if 
we work upon brass, time will 
efface it; if we rear temples, they 
will crumble into dust; but if we 
work upon immortal minds, if we 
imbue them with principles, with 
the just fear of God and love of 
our fellowmen, we engrave on 
_those tablets something which will 
brighten to all eternity.” 

Since early civilization, educa- 
tion has been acknowledged as one 
of the greatest strengths of a 
people. An obvious obligation of 
any national representative organ- 
ization such as the American Hos- 
pital Association is to provide con- 
tinuing educational opportunities 
for its membership. This obligation 
becomes even more apparent when 
we consider that ours is a world 
of rapid change—a world where 
formal education quickly goes out 
of date unless care is taken to keep 
it current—where the process of 
learning in a dynamic field cannot 
end with four or even eight years 
of college—where, indeed, there 
can be no end to learning in any 
field if we are to progress. 

How can hospital administrators, 
nurses, engineers, housekeepers, 
and the many others employed in 
hospitals keep informed of current 
trends? How can hospital admin- 
istration, generally agreed to be 
the most complex of management 
systems, be theorized into a body 
of knowledge? These are questions 
that press for answers. They are 
being answered with increasing 
speed and success by interested or- 
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ganizations throughout the nation. 

Across the country every week 
we find some type of educational 
program being conducted, training 
and stimulating hospital personnel 


to do a better job by broadening 


their knowledge and skills. . 
The American Hospital Associa- 
tion presents programs in the fol- 


lowing areas: purchasing, labor . 


relations, insurance, personnel re- 


lations, law, disaster planning, 


methods improvement, manage- 
ment development, housekeeping, 
engineering, food services, secre- 
tarial, accounting, laundry, credits 
and collections, hospital dental 
service, medical record librarian- 
ship, nursing service supervision, 
hospital design and construction, 
nurse anesthetist practice, hospital 
auxiliaries, nursing inservice pro- 
grams, physical therapy, direction 
of hospital volunteers and occupa- 
tional therapy. 


ARE other subjects, but 
this list will suffice to demon- 
strate the importance the Associa- 
tion places on education. More than 
45 institutes and workshops are 
conducted annually throughout the 


United States and Canada by the 


American Hospital Association. 
But educational activity in the 
hospital field does not end with the 
Association. Allied hospital associa- 
tions, either individually or in 
collaboration with the national 
Association develop and present 
programs as the need arises in their 
localities. And other national health 


organizations too numerous to list 
are engaged in educational efforts 
to meet the requirements of their 
varied memberships. _ 

All fill a need; all are making 
their contribution toward main- 
taining a dynamic educational 
process in the hospital-health field; 
all are worthy of commendation. 
But since the annual Congress on 
Administration of the American 
College of Hospital Administrators 
is being held this week, it is fitting 
and proper to extend congratula- 
tions to the College on its particu- 
lar contribution to education. 

The ACHA congress is one of the 
finest educational programs on 


management conducted in the 


United States; the response of hos- 
pital administrators throughout the 
country attests to this. Dealing as 
it does with the broad aspects of 
administration and emphasizing 
administrative skills, techniques 
and strategy, the congress has 
brought a new concept of educa- 
tion to the hospital field. 

It is characteristic of a good edu- 
cational program that it is rarely 
financially self-sustaining. And 
with: the growing need for pro- 
grams of education it is unfortu- 
nate that our national organiza- 
tions have limitations placed upon 
them due to a shortage or a lack 
of financial resources. But withal, 
it is encouraging to observe, upon 
comparing the caliber of hospital 
programs from the standpoint of 
planning, timeliness, faculty or 
curriculum with those in industry, 
that with the resources available, 
hospital-health organizations are 
doing a remarkable job in afford- 
ing their members an opportunity 
for a continuing educational ex- 
perience. 
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CONVERTING 
NUMERICAL 

X-RAY FILES TO 
TERMINAL-DIGIT 


FILES 


by RICHARD W. CLEEREMANS 


ERMINAL-DIGIT or last-number 

filing has been used success- 
fully for several years at the Mayo 
Clinic, but it has always been con- 
fined to relatively small filing in- 
stallations of determinable size. 
Experience here has shown that 
the theoretical advantages of ter- 
minal-digit filing can only be real- 
ized completely if the ultimate size 
of the file can be determined and 
space is available in advance to ac- 
commodate the maximal amount 
of material to be filed. These rea- 
sons previously precluded convert- 
ing either the medical-records file 
or the x-ray file to terminal-digit 
filing. 


REASONS FOR CONVERTING 


Two events—the decision to con- 
struct a new building with pro- 
visions for ample storage of x-ray 
films and the almost simultaneous 
approval of a new policy concern- 
ing retention of x-ray films— 
provided an opportunity for a re- 
view of x-ray-storage procedures, 
which recently resulted in the 
conversion of a portion of the 


Richard W. Cleeremans is associated 
with the Section of Systems and Pro- 
cedures, Mayo Clinic, Rochester, Minn. 


The author describes a technique 
for converting a straight numerical file 
of x-ray films to a terminal-digit file. 
He outlines the step-by-step procedure 
followed by a large medical center in 
so converting its 1960 file of more 
than 175,000 x-ray films. 


x-ray file from a straight numeri- 


cal to a terminal-digit file. 
The changeover of a file contain- 
ing more than 175,000 x-ray 


envelopes is a gargantuan under- 


taking, especially when normal 
day-to-day business must be con- 
tinued during the conversion. A 
description of our experience and 
the method used during the con- 
version may be helpful to others 
contemplating similar changes. 

Terminal-digit filing has several 
possible variations, but basically 
they all involve filing by combi- 
nations of the last numbers in a 
series. For our purposes, we used 
the patient’s registration number 
—a number assigned at the time 
of initial registration, which for- 
ever after is used as the identify- 
ing number for medical records, 
x-ray films, pathological specimens 
and laboratory reports. 

Numbers currently assigned con- 
sist of seven digits, which for ease 
in reading are .written, for ex- 
ample, 1-766-622. Each number 


can be divided into a terminal.and 
a primary group. In this sample 
number, the terminal group con- 
sisting of the last three digits from | 
the right is 622. Digits to the left 
of the terminal group form the 
primary group. | 

Under this system, all x-ray- 
film folders having numbers end- 
ing in 622 are filed in the same 
terminal group. Within a terminal 
group, they are filed numerically 
according to the primary-group 
number. For example, x-ray-film 
folders having the following. five 
numbers are all filed in the same 
terminal group: 1-766-622, 2-065- 
622, 17-622, 1-004-622 and 938- 
622; but, further, they are arranged 
numerically according to the pri- 
mary group as follows: 17-622, 
938-622, 1-004-622, 1-766-622 and 
2-065-622. 


BENEFITS OF CONVERTING 


What appears somewhat confus- 


ing at first is actually easily learned 


and relatively simple in operation. 
Terminal-digit filing equalizes the 
workload and eliminates conges- 
tion because newly assigned num- 
bers are uniformly intermingled 
with less active numbers. It also 
substantially reduces misfiling. 
The necessity of shifting large 
segments of a file after discarding 
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Hot compresses in 6 seconds 
NO BOILING WATER—NO HOT PLATES OR RUBBER GLOVES 


Amazing new unit saves valuable nursing time, prevents scalded hands and eliminates un- 


comfortable wringing. Here’s how it works: 
1. Dip packs in cold water, 2.-Shut lid. Push 3. Lift lid, 


wring out unwanted mois- steam-lever once hot packs 
ture while it's comfortable— __—or twice, wait just are ready 
place in Fresh-O- Matic. six seconds. to apply. 


USED BY 11 MAJOR MINNEAPOLIS HOSPITALS 


Fresh-O-Matic has become a real friend of busy nurses. First, 
it's so convenient. Secondly, nurses have found they get better 
quality packs—not too moist, not too dry. They can wring out 
unwanted moisture when packs are cipped in cold water, before 
they re placed in Fresh-O- Matic. 


FRESH-O-MATIC TRAVELS TO PATIENT’S BEDSIDE 


e Carries its own water sup any service cart. 
e Takes about one square sh 
of space. outlets. 
e Fits most bedside tables or e Safe—ULand CSA approved. 


BY WEAR-EVER 
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e Plugs into standard 110-volt 


ATTENTION: DIRECTOR OF NURSING 
Wear-Ever will arrange a demonstration at 
your convenience. Simply mail this coupon. 


Wear-Ever Aluminum, Inc. 
Fresh-O-Matic Division 
Wear-Ever Bidg., New Kensington, Pa. 


Gentlemen: please call me regarding a demon- 
stration of the Wear-Ever unit for instant 
heating of hot packs. 


Name 


Hospital 


Address 


City Zone State 


My Hospital Supply House Is: 
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X-ray Films, January 1 to August 22, 1960 


Units of 42-inch Estimated number of 
Type of Film* shelving occupied separate envelopes 
Large positive 135 58,300 
Large negative chest 
(Jan., Feb., Mar.) 38 16,500 
Large negative chest . 
(Apr., May, June) 46 20,500 
Large negative chest 
(July, Aug.) 26 11,400 
Large negative other 58 25,400 
Small positive 55 24,100 
Small negative 58 25,400 
Total 416 181,600 


| 


*“Large” refers to 14 by 17-inch films; “small’ to 10 by 12-inch films; “positive” 
to films presenting evidence of an abnormal condition, and “negative” to films 


presenting no evidence of an abnormal condition. 


obsolete material is eliminated in 
filing installations using terminal 
digits. 

Because of its tremendous size, 
it was not considered practical to 
convert our entire x-ray file of 
more than 3 million folders to ter- 
minal-digit filing. Available space 
for establishing our new file was 
also a factor in deciding to include 
in the conversion only those x-rays 
taken since January 1, 1960, and 
to interfile in the newly formed 
file all those taken subsequent to 
the conversion. It was considered 
that eventually, as films in the 
straight numerical file (prior to 
January 1960) were discarded, 
the entire file would be arranged 
in terminal-digit sequence. Once 
this decision was reached, it was 
advantageous to make the conver- 
sion as soon as possible because 
each month’s delay meant the size 
of the file would be increased by 
20,000 film envelopes. , 

A tabulation of the x-rays taken 
since January 1960 showed that 
there were seven, separate, 
straight-numerical files to be in- 
cluded in the project. X-rays were 
filed by size of film and by diag- 
nusis on open shelves divided into 
units 42 inches long. The complete 
tabulation of files as they existed 
before the conversion is shown in 
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the table which appears above. 


MEANS OF CONVERTING 


The apparent advantages of 
having fewer files outweighed the 
now somewhat obscure reasons for 
originally establishing individual 
files, so the conversion project was 
increased in scope to include con- 
solidating the seven files into two 
files—one for larger films and one 
for smaller films. 

Once agreement was reached as 
to the scope of the project, the 


problem was to find the quickest 


and most economical means of ac- 
complishing the conversion. Manu- 
facturers of file equipment had 
little to offer as to suggested 
methods, and with one exception, 
no articles could be found in the 
literature describing similar ex- 
periences. H. O. Brockman wrote 
of his experiences in converting a 
file of correspondence-size fold- 
ers.* His technique could not be 
used because of the much greater 
weight of x-ray films, but the ar- 
ticle was helpful in furnishing ad- 
vance warning of problems that 
were to arise. 

The terminal-digit file estab- 
lished is to be used until January 
1962, the date scheduled for oc- 


*Brockman, H. O. A cost-cutting short- 
cut to terminal digit shelf filing. The 
Office 49:14 May 1959. 


cupying the storage building now 
under construction. 

The number of shelving units - 
allocated for the larger films was 
determined arithmetically by tak- 
ing the number of shelving units 
occupied by films used in an eight- 
month period (January through 
August 1960) and projecting this 
number over the period necessary 
to complete the new building. 
Adding 10 per cent of this figure 
as a safety factor. brought the total 
number of units to 999. For ease 


‘in preinserting the 1000 file guides 


(000-999), this was rounded off 
to an even 1000 units, thereby al- 
locating one 42-inch shelving unit 
to each terminal digit. 

The file guides, which were 
homemade because acceptable ones 
were not available commercially, 
were inserted prior to the conver- 
sion. 

STEPS IN CONVERTING 


It was apparent that the time 
that it would take to complete the 
conversion would depend upon 
the size of the work force, which 
in turn could be no larger than 
the available work area. Aisles in 
the file were barely wide enough 
for passage, so sorting had to be 
done elsewhere. Fortunately, there 
were several 5-foot-wide corridors 
adjacent to the file area, which 
could be used for sorting. Arith- 
metically, it was determined that 
for larger films, the sorting could 
be done in the corridors by assign- 
ing each sorter a space 15 feet 
long. In total, there was space for 
15 sorting stations, which,were 
marked off with masking tXpe and 
numbered. Fifteen men from our 
summér-vacation relief staff were 
recruited to man these sorting 
stations, and five supervisors vol- 
unteered their time, bringing the 
work force to 20. 

The initial objective was to con- 
vert the large positive file of 135 
units into terminal digits. This 
meant that each of the 15 sorters 
would be responsible for nine 
units. | 

To avoid confusion in removing 
films from the file, each of the 135 
units was marked with the num- 
ber of the sorting station to which 
it was to be taken. Because it was 
important not to disturb the 
straight numerical sequence of the 
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The traditionally sharper carbon steel B-P RIB- 
BACK Blades in the contemporary sterile 
packages, designed for time-saving convenience. 
Individual unopened packages are ready for auto- 
claving —if desired. | 


The uniformity with which these individual, B-P RIB-BACK Blades are also 


puncture-resistant, reinforced foil packages can available: RACK- PACK packages or 
6 Blades of a size in rust-resistant 


be opened is a further safeguard of blade sterility. wrappers. 


Ask your dealer La 
“sharp 


Bp BARD-PARKER COMPANY, INC. 


DANBURY. CONNECTICUT 
A DIVISION OF BECTON, DICKINSON AND COMPANY B-P + IT’S SHARP + RACK-PACK « RIB-BACK are trademarks 
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ABOVE, LEFT) Removing films from the nu 
station. (FIG. 2, BELOW) Schematic diagram illustrating utilization of the 15 by 5-foot space 
assigned to each sorting station. (FIG. 3, ABOVE, RIGHT) Performing the first sort on small- 


(FIG. 1, 


size films. The 10 stacks of envelopes occupy half the space allocated to this sorting station. 


3 000 & 100 & 200 & 300 & 400 EH 00 10 20 30 40 

= to tre To To TO To To To ro To 

3 099 & 199 & 299 & 399 & 499 Fog 19 29 39 49 
FIRST SORT SECOND SORT 

3 500 & 600 & 700 & 800 & 900 Fe 50 60 70 80 90 

= To To T° To Tro =. Tro To To To 

3 599 & 699 & 799 & 899 & 999 FE 59 69 79 89 99 


films before sorting, the first nine 
units of the numerical file were 
assigned to sorting station No. l, 
the next nine units to station No. 
2, the next nine units to station 
No. 3 and so on until all 135 units 
were assigned. The nine units as- 
signed to each station were also 
sub-numbered so that they would 
be removed in the correct se- 
quence and taken to the appro- 
priate sorting station. For example, 


units assigned to sorting station 


No. 7 were:numbered 7!, 72, 7%, 74 
on through 79. 

Each of the five supervisors was 
assigned to a group of three sorting 
stations and given the responsibil- 
ity of keeping the stations sup- 
plied with films to be _ sorted, 
checking for adherence to sorting 
techniques and inserting the re- 
arranged films into the terminal- 
digit file. A type of laundry basket 
on casters, ordinarily used in our 
post office, proved to be ideal for 
transporting films from the file to 
the sorting area (see Fig. 1, this 
page). It was large enough to con- 
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veniently hold the contents of one 
of the 42-inch file units and small 
enough to be maneuvered in the 
file aisles. As the contents of the 
file units were delivered to the 
sorting area, they were stacked 
face up with the lowest number 
of the unit on top. 


THE FIRST SORT 


Starting at the top of the stack 
with the lowest number, the_ film 
envelopes were first serted into 10 
piles (0 through 9) by the third 
number from the right of the reg- 
istration number; that is, a film 
having the number 1-766-622 
would be placed in pile No. 6. To 
keep the films in straight numeri- 
cal sequence, it was important that 
each envelope be handled indi- 
vidually and placed on top of any 
envelopes previously sorted (see 
Fig. 2, this page). 

When the complete contents of 
the first shelf unit had been sorted 
in this manner, the sorter repeated 
the procedure for the remaining 
shelf units assigned to his station 


merical file for transporting to sorting 


until all nine units were sorted into 
10 piles according to the third 
number from the right of the reg- 
istration number. Each of the 10 
piles was then in reverse numeri- 
cal sequence with the highest num- 
ber on the top. This first sort 
required one half of the space 
assigned to each sorting station. 


The second sort was done in the 
remaining half of the sorter’s as- 
signed space. Each of the.10 piles 
of envelopes was sorted into 10 
piles by the second number from 
the right. Beginning with those 
envelopes in the zero pile (third 
number from the right zero), the 
sorting was again done starting at 
the top of the stack (highest num- 
ber) and preceeding through to the 
bottom. Again, it was important 
that each envelope be sorted in- 
dividually and placed on top of 
any envelopes previously placed 
in the piles. At the conclusion of 
this sort, there were 10 piles of 
envelopes in numerical, terminal- 
digit sequence by the 100’s and 
10’s_ positions. Envelopes having 
the last three digits from the right 
of the registration number from 
000 to 009 were in one pile, 010 
to G19 in another and 020 to 029 
in another, and so on through 090 
to 099 (see Fig. 3, this page). 

These piles, containing about 35 
films each, were small enough at 
this time to arrange in terminal- 
digit order according to unit posi- 
tion (farthest number to the right) © 
by interleafing, without disturbing 
the numerical sequence. One pile 
was interleafed at a time begin- 
ning with pile No. 9 and working 
inversely to pile No. 0, placing 
each newly completed pile on top 
of those previously completed. 
When this process was concluded, 
all the films in the pile. having a 
zero in the third position from the 
right were in numerical sequence 
within each terminal digit and 
were ready to be inserted in the 
terminal-digit file. The process was 
then repeated until each of the 10 
piles of envelopes resulting from 
the first sort was arranged in ter- 
minal-digit sequence. 

Each of the 42-inch shelves al- 
located to a terminal digit in the 
new file was divided by metal par- 
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titions into 10 units or compart- 
‘ments. As the films being sorted 
represented slightly less than half 
of the ultimate number to be in- 


cluded in the file, it was decided 


to use the first five compartments 


for the x-rays taken from January 


through August 1960, and to re- 
serve the remaining five compart- 
ments for subsequent additions to 
the file (see Fig. 4, right). Start- 
ing with the compartment to the 
left of the file unit, each of the five 


supervisors was assigned one of 


the five compartments. 

Supervisor A, who was respon- 
sible for sorting stations Nos. 1, 2 
and 3, had compartment No. 1. 
Supervisor B, who was responsible 
for sorting stations Nos. 4, 5 and 
6, had compartment No. 2. The re- 
maining compartments were sim- 
ilarly assigned to supervisors C, 
D and E. When supervisor A re- 
turned the films to file, those from 


station No. 1 were inserted to the. 


left in compartment No. 1; those 
from station No. 2 were inserted 
in the middle of compartment No. 
1, and those from station No. 3 
were inserted to the right in com- 
partment No. 1 for each terminal 
_ digit. Similar fixed locations were 
_ determined for the films from each 
sorting station. 

As had been anticipated, some 
sorters were able to complete their 


sorting before others. They were 


able to assist in returning films to 
file or in interleafing films in the 
third sort for those working at a 
slower pace. 

Once the file designated “large 
positive’ was completed, the re- 
maining separate files of larger 
films were each converted in a 
Similar manner except that the 


added step of interfiling within the 


newly created terminal-digit file 
was necessary. The _ interleafing 
_ proved to be one of the most time- 
consuming aspects of the entire 
conversion. 

The procedure for smaller films 
was much the same as that for the 
. larger ones, but because of the 
smaller number and smaller size 
of the films, the number of sorting 
stations was increased and sorting 
was more rapid. The number of 
films for each terminal digit from 
a sorting station was so small that 
an additional assembly step was 
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added. All films in the 000 to 099 
piles from each sorting station 
were arranged in sorting station 
sequence on a table and gathered 
in terminal-digit sequence. This 
additional step made it possible to 
place all films for a terminal digit 
in the file at one time instead of 
making 18 trips, which would have 
been the case if films from each of 
the 18 sorting stations had been 
returned individually. 

The initial plan of completing all 
the sorting in the evening outside of 
normal working hours was aban- 


- doned after the first night because 


of the tremendous size of the file. 
Temporary, summer employees 
were utilized for most of the con- 
version work, with some being 
employed only for the two weeks 
necessary to finish the job. The 
complete conversion required. 1104 
man hours—934 hours for the 
larger films and 170 for the small- 
er films. The expenditure necessary 
to establish this terminal-digit file 
was considered an investment that 
would be returned many times in 


FIG. 4——Filing films in the newly created ter- 
minal-digit file. Half of the storage space 
provided for each terminal digit is empty to 
accommodate films taken subsequent to the 
conversion but prior to the completion of the 
new storage facility. 


filing efficiency, reduced labor costs 
and improved employee morale. ® 


NOTES AND COMMENT - 


The nurse and infection control 


The role of the nurse in the control of staphylococcal infections in 
hospitals is no different from the role she should assume every day, 
according to Evelyn M. Hamil, R.N., writing in California’s Health.* 
Essentially, the nurse gives patient care or supervises and evaluates such 
care; she carries out certain procedures and applies scientific principles 


in so doing, and she teaches both 
employees and patients. 
Operating from this broad base, 
the nurse is prepared for the de- 
gree of emphasis on specific func- 
tions required by a situation in- 


volving staphylococcal or other 


infections. If the nurse is to assume 
her role adequately in such a situ- 
ation, she should give direct and 
concerted attention to these areas: 

1. The nurse should recognize 


that the infection problem exists. 


This means she should know some- 
thing about the extent of the prob- 
lem in hospitals generally; the ex- 
tent of the problem in her own 
hospital; the areas of service in 
which the infection spread has 


*Hamil, E. M. “The role of the nurse in 
the control of staphylococcal infections in 
hospitals.” California’s Health Vol. 17, No. 
2 July 1959. 


occurred; the causes of this spread, 
and how nursing is involved. 

As soon as the nurse detects a 
spreading infection, she should 
notify the medical staff or com- 
mittee on infections, enter the 
cases on the ward infections reg- 
ister and throw up a barricade of 
protection to prevent transmission 
of the infective organisms from 
reservoirs of infection to new 
hosts. 

2. The nurse should establish - 
and maintain improved techniques 
in the general ward nursing areas 
and in the special services: of the 
hospital. 

The techniques pertinent to 
general ward nursing areas will 
be concerned with such matters as 
proper hand washing, disposal of 
contaminated linens, intelligent 
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She should attempt to build up in 
all hospital workers a healthy re- 
spect for microorganisms and the 
potential hazards they represent. 

In regard to employees, the 
nurse should help to develop and 
participate in a formal educational 
program concerning the causes, 
spread and prevention of infec- 
tions; the program should be 
ing dirty or contaminated materials geared to meet the levels of vari- 
from newborn and premature ous categories of hospital person- 
nurseries, etc. | nel. 

3. The nurse should accept and In relation to patients, the nurse 
carry out teaching responsibilities. should teach them good body hy- 


handling of linens, use of strict 
surgical aseptic practice in chang- 
ing dressings, etc. 

The techniques pertinent to spe- 
cial services of the hospital will 
include such things as checking all 
sterilized materials frequently to 
insure sterility, maintaining im- 
peccable aseptic practice in sur- 
gical and delivery rooms, exclud- 


NOW... 


accurately administer 


prescribed inhalation 
therapy regardless 
of patient’s breathing 


characteristics 


® 


a NEW 
EXHALATION- | 
PRESSURE VALVE 


The new E-P Vaive 
may be purchased 
separately for 
attachment to any 
Ohio No. 100 Mask. 
It is also available in 
combination with 
the No. 100 Mask and 
Oxygen Diluter — or 
with the No. 100. 
Mask without diluter. 


Ohio Chemical’s unique E-P Valve employs the principle 
of a spring-loaded relief valve rather than the variable 
orifice type. Therefore, exhalation pressure may be pre- 
cisely controlled from 0 to 6 centimeters of water. Each 
setting (from 0 to 6) is clearly marked on the knurled 
knob of the molded Nylon body of the valve. An at- 
tached metal pointer assures a fixed setting. The E-P 
Valve weighs only one-third of an ounce. It may be eas- 
ily removed from the mask for cleaning and sterilizing. 


For complete information, write Department H-2, Ohio 
Chemical & Surgical Equipment Co., Madison 10, Wis., 
or Ohio Chemical Pacific Co., Berkeley 10, Calif. ( Divi- 
sions of Air Reduction Company, Inc.) 


: 
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orifice type 
| 
Ohio E-P Vaive 
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THIS CHART COMPARES ACCURACY OF OHIO’S NEW E-P VALVE WITH THAT 
OF CONVENTIONAL ORIFICE TYPE WITH 4 CM.OF H20 SETTING. 


¢ Serving the Medical Profession 
for Over Fifty Years 


giene. She may also help to de- 
velop and participate in more 
formal patient educational pro- 
grams, such as those for cardiacs, 
diabetics, etc. 

In summary, Miss Hamil writes, 
the nurse has a real responsibility 
in the control of infections through 
developing her own awareness of 
the problem and what she can do 
about it; establishing and main- 


taining improved techniques, and 
teaching both patients and em- 


ployees in this regard. La 


Automatic device measures 
patients’ blood volume 


An automatic device that per- 
mits rapid measurement of blood 
volume in patients was described 
by John A. Williams, M.D., and 
Jacob Fine, M.D., of Beth Israel 
Hospital and Harvard Medical 
School, at the 1960 Clinical Con- 
gress of the American College of 
Surgeons in San Francisco. 

The machine, which is faster and 
more. accurate than manual tech- 
niques now commonly used, can be 
operated by technicians of ordinary 
competence, the physicians said. 
They stated that the machine elim- 
inates the need for columetric 


- pipettings and human computa- 


tions. 

The great advantage of the de- 
vice clinically, the physicians 
stated, is that it provides “accu- 
rate, on-the-spot” information to 
guide proper fluid replacement 
therapy and intelligent patient 
care. 

The instrument was described as 
a new approach to the application 
of an old principle. A measured 
quantity of labeled material, such 
as human blood protein tagged 
with a small amount of radioac- 
tive iodine, is injected into the 
blood stream. Ten minutes later, 
Drs. Williams and Fine said, a 
blood sample is taken and its 
radioactivity measured, which 
permits calculating the blood vol- 
ume because the quantity of 
labeled material injected is known 
and its dilution in the blood can 
be measured. 

The physicians pointed out that 
the new device provides measure- 
ments which are more than 98 per 
cent accurate for the first deter- 
mination. 
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N THE smaller hospital, the ad- 


but the hours in a day scarcely 
allow time for trying on each hat, 
much less giving adequate atten- 
tion to the function implied. Since 
in the field of purchasing: specifi- 
cally, it is not humanly possible for 
the administrator to fulfill the 
ideally complete functions of a 
purchasing agent, he becomes in- 
stead merely an order clerk. 

On the other hand, in some hos- 


pitals whose table of organization . 


calls for a purchasing agent, the 
administrator keeps so close a rein 
on purchasing that the purchasing 
agent becomes, in reality, an order 
clerk with a dignified title, and, 
sometimes, commensurate salary. 

These statements are not de- 
signed to provoke unhappiness or 
resentment, but rather to stimu- 
late thinking. Administrators to- 
day who are dabbling in purchas- 


ing rather than permitting their | 


purchasing agents to function as 
the title implies must have reasons. 
What may these reasons be? Is the 
purchasing agent not fully quali- 
fied? Is he, perhaps, a. promoted 
stock clerk? Is there the necessity 
for controlling cost or use of cash? 

With all due respect to purchas- 
ing agents generally, there are in- 
stances in which persons not fully 


Robert S. Hoyt is administrator, Luther- 
an Hospital of Maryland, Baltimore. 

This paper is based on a presentation 
to an instructional conference on hospital 
purchasing during the 1960 annual meet- 
ing 6f the American Hospital Association 
in San Francisco. 
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ministrator ‘““wears many hats”, 


A purchasing agent whe is inter- 
ested in creative purchasing is in a 
position to save the hospital money 
and provide better products and serv- 
ice through research and testing, ac- 
cording to the author. In this article, 
he cites examples of creative research 
performed by one purchasing agent 


who saved his hospital $50,000 per 


Year. 


qualified are serving as purchasing 
agents. Granted, they are doing a 


job to the best of their ability, but 
they are, nevertheless, hampered 
by lack of know-how. Many ad- 
ministrators think that a qualified 
purchasing agent is beyond their 
budget. Others are convinced that 
such is not the case. 


STATUS OF PURCHASING 


When one considers a purchas- 
ing agent’s vital importance to a 
hospital’s efficiency, it becomes ob- 
vious that this position deserves 
department head status. If an ad- 
ministrator operates on the phi- 
losophy that a department head is 
responsible for the operation and 


vitality of his department, then it 


follows that a good purchasing 
agent should be trusted to carry 
out his duties, just as is expected 
of a dietitian or a director of nurs- 
ing. What administrator would 
hire a dietitian and then spend his 
time and energy telling her what 
to feed the patients, and where to 
buy it? 


fuschasing 


PURCHASING: 


by ROBERT S. HOYT 


Many people have tried to com- 
pare the industrial purchasing 
agent’s title, position and status 
with that of the hospital purchas- 
ing agent, but the jobs are as far 
apart as night and day, and should 
never be compared. True, the in- 
dustrial responsibility may be big- 
ger monetarily, but the industrial 
purchasing agent deals in a limited 
number of items, whereas the hos- 
pital purchasing agent must deal 
with hundreds of items—all of 
them finished products. 

Industry has the advantage of 
its own testing facilities: hospitals, 
except in rare cases, must test 
by trial and error, or by using 
the purchasing agent’s ingenuity. 
The average industrial purchasing 
agent has cash available to enable 
him to buy at opportune times and 
to receive cash discounts, whereas, 
many hospitals are not in such an 
enviable position, nor do they have 
adequate storage space to take ad- 
vantage of quantity discounts. — 

Permit me to illustrate this 
point from personal experience. 
We were interested in purchasing 
chairs for an auditorium, and my 
sales resistance was at a low ebb 
when I was shown a steel chair, 
beautifully finished.in simulated 
leather. These chairs could be 
stacked one on top of another; the 
whole stack could be put on a 
dolly and moved from place to 
place with great dispatch. My re- 
action was, “How great the effi- 
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ciency, a wonderful buy!” The 
chair was comfortable, too. My 
purchasing agent, operating true 
to form, in one simple motion, 
broke the chair. He subjected it to 
the treatment it would receive in 


being unstacked by porters and: 


dropped on the floor. The manu- 
facturer has since added an addi- 
tional leg support. 

There are hospital purchasing 
agents who do not think that they 
have the status due them. This 
lack of status is not only apparent 
to some of them, but also to other 
department heads, administrators 
and, unfortunately, many vendors. 


DELEGATING ROUTINE MATTERS 


A suggested beginning toward 
remedying this situation might be 
the delegating of inventory con- 
trol, issuing orders and receiving 
and filling requisitions to a stock 
clerk, thus freeing the purchasing 
agent to become fully acquainted 
with available products and to do 
some research in the buying of 
supplies and equipment; the pur- 
pose of this being to do the most 
efficient job for the least expendi- 
ture. 

My career in civilian hospital 
administration began in a 70-bed 
hospital, in a rural area, in which 
I was forced to do the purchasing. 
After about one year of this, a 
quick check of my records, com- 
paring them with records of other 
hospitals in the same area, con- 
vinced me that I did not have 
sufficient time to do justice to 
purchasing along with my other 
duties. I was merely ordering ma- 
terial and accepting the statements 
of the vendors and the various de- 
partments using the items we were 
purchasing; I did not have time to 
compare the merits of the products 
or their prices. 

Consequently, I obtained per- 
mission from the board of directors 
to bring in an individual with pur- 
chasing experience and turned the 
function over to him. Even he, in 
this rural area, was hampered as 
to exactly how much he could do 
in the way of quality and cost 
control. He spent most of his time 
comparing prices and quality and 
working with the various depart- 
ments using the supplies to obtain 
their comments on the items he 
was purchasing. 

The value of product research 
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can be seen in the record of the 
present purchasing agent at Lu- 
theran Hospital of Maryland. 
Largely through his research ac- 
tivities, he has reduced expendi- 
tures for supplies in a two-year 
period approximately $45,000 t 

$50,000. | 

Here are some of the methods 
this purchasing agent used in or- 
ganizing and operating his pur- 
chasing section to accomplish this 
goal. 

His first task was to staff and 
train sufficient personnel in his 
section to handle orders, requisi- 
tions, inventory, receiving, etc. 
Once this was accomplished, he 
then was able to devote his time 
to research, talking with depart- 
ment heads using the products, 
talking with members of the at- 
tending and house staffs and ob- 
serving how products were used 
in various areas of the hospital. 
He made arrangements with local 
industry to use their testing ma- 
chines and facilities for checking 
equipment, tensile strength of su- 
tures, hardness of steel or surgical 
blades and many other items of 
similar nature. These facilities 
were made available to him with- 
out cost to the hospital. 

Observation of this purchasing 
agent discloses that he does not be- 


lieve anything that anybody tells 


‘him until he can prove it for him- 


self. Occasionally this may have 
drawbacks, but for the greater 
part, it certainly has saved money 
for the hospital. 


EDUCATING PERSONNEL 


One of the toughest obstacles to 
overcome in putting the purchas- 


_ ing agent on his own is the inclina- 


tion of.department heads and phy- 


-sicians to specify brand names on 


specific items (complete with cat- 
alogue numbers) when writing. 
requisitions. In this situation, the 
ideal purchasing agent would leave 
clerical duties to his staff and- 
spend some time in educating per- 
sonnel and gaining the confidence 
of those with whom he works. 
Needless to say, this cannot be 
done overnight. It takes time to 
accomplish, but in our case, we do 
give the purchasing agent full re- 
sponsibility and permit him to 
purchase as he sees fit in most 
areas. | 
Let us run down some of the 
items in which he did special work 
which accomplished savings. One 
of the most startling disclosures 
was that although we were of the 
opinion we had one of the best 
printers in the area, one who was 


giving us excellent prices and was 


doing an excellent job, the pur- 


chasing agent found a printer who 


TABLE 1 
(Same Supplier—tLower Price) 

Representative items 

PER CENT PER CENT 
ARTICLE SAVED ARTICLE SAVED 
Pillows 30 Flasks, Erlenmeyer 250 c.c. 10 
Hoffman Clamps 25 Mop Refills 10 
Syringes, Dakin, 1/. oz. 22 Beakers, 5 ¢.c. 9 
Brushes, Toilet Bow! 20 Caps, Paper Specimen 8 
Cotton Rolls, 1 ib. 20 Catheters, 10 Sizes 7 
Wood Sticks, Orange 20 Roll Towels 7 
Canopies, 4 Types 19 infusion Sets, 1. 6 
Syringes, Ear & Ulcer 17 Transfer Packs, 4 

| TA-2, TA-3 
Sponges, Cellulose 16 Toilet Tissue 6 
Film, X-ray 11 x 14 45 Cotten Balls, Large 5 
Film, X-ray 14 x 17 15 Microslides 5 
Gloves, Surgeons 15 Stencils 5 
(sizes 6-8) 
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comforting, beneficial — so easy to apply ! 
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ition) AREN MASSAGE LOTION 


You know this massage lotion is good for your patients ! 
Because Aren with hexachlorophene soothes and refreshes 
as it reduces and controls bacterial flora of the skin. 

Aren Lotion is a chemically pure formula with a 
soft, creamy texture. It has special penetrating and 
cooling effects so comforting to patients .. . alleviates 
chapping, sheet burns, prickly heat. Smells good, too 
— mild fragrance is pleasing to men and women. 


And, it’s so easy to apply! An unbreakable, 
‘squeeze-type bottle dispenses just the right amount 
for effective back and body rubs. 

Aren Massage Lotion is available in stock 
printed bottles or personalized with your hospital 
name and picture. Write for complete information 
— or talk to your Will Ross, Inc. representative. 


WILL 
ROSS, 
INC. 


General Offices: Milwaukee 12, Wis. 
Atlanta, Ga. ® Baltimore, Md. 

Cincinnati, Ohio © Cohoes, N. Y. 

Dallas, Texas ® Minneapolis, Minn. 

Ozark, Ala. © Seattle, Tacoma, Wash. f 
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TABLE 2 
(Changed Supplier) 
Representative Items 


PER CENT 
ARTICLE SAVED 
Cards, Index 50 
Envelopes 50 
Folders, Manila 50 
Blotters, Desk 46 
Brushes, Pot 
Catheters, Foley, 14 Sizes 38 
Books, Composition 30 
Clips, Paper 30 
Safety Pins 27 
Straws 27 
Applicators, Cotton Tipped 21 
Books, Stenographer 20 


PER CENT 
ARTICLE SAVED 
Pillow Cases 14 
Batteries, Flashlight 12 
Draw Sheets 12 
Thermometers, Oral 12 
Pipettes, Wintrobe 11 
Cellulose Tape 11 
Towels, Treatment 11 
Film, X-ray 8 x 10 10 
Film, X-ray 10 x 12 10 
Mops, Dry 10 
Needles, 16 Sizes 10 
Spreads 


was able to handle our volume, do 
better work for less money and 
make quicker deliveries. The sav- 
ing on the printing bill in the first 
year was more than $5000. 

By negotiating with the suppliers 
of x-ray film, the purchasing agent 
was able to save $1500 a year. He 
did this also with sutures, saving 
us $1200 a year. Another item was 
adhesive tape. We were using a 
heavy quality at $2.80 per can, so 
he asked the doctors to try a lighter 
quality. They did and were satis- 
fied that the lighter quality did 
everything they wanted adhesive 
to do. The price on the lighter 
quality is $2.10, for a saving of 
70 cents per can. 

In the case of surgical dressings, 
he worked again with the physi- 
cians and convinced them to try 
8 x 10 instead of 10 x 12 dressings. 
‘The saving was most impressive. 
He was able to purchase 3 gross 
of 8 x 10’s for $13.60, whereas we 
had been paying $12.68 for 2-gross 
of the 10 x 12’s. With our volume, 
this meant a saving of more than 
$3000 a year. 

While on the subject of surgical 
dressings, I might point out that 
our total expenditure for all sur- 
gical dressings, including adhesive 
tape, for 1959 was $90.78 per bed. 
This is $14.84 less than the na- 
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tional average during 1958 as re- 
ported by the surgical dressing 
industry. 


REPRESENTATIVE ITEMS 


Now, here are some of the many 
items in the three groups and their 


percentage saving. 


In group 1 (see Table 1, page 
60) are items for which the same. 
suppliers were used, but by com- 
parison of their prices with those 
of other suppliers, additional dis- 
counts were obtained. The per- 
centage of saving ranged from a 
low of 3 per cent in self-adhering 
elastic gauze with an absorbent 
filler, to a high of 30 per cent in 
pillows. 

In group 2 (see Table 2, this 
page) are articles that were ob- 
tained from other suppliers. In 
some cases, there is a difference of 
brand; however, the quality re- 
mained the same or was improved. . 
Again, the percentage of saving 
ranged from a low of 3 per cent in 
underpads, 174% x 24, to a high of 
50 per cent in envelopes and manila 
folders. X-ray films are listed in 
both groups. They were listed in 
group 2 because the supplier was - 
changed; they were listed in group 
1 because the old supplier reduced 
his prices and came back for our 
business. 

In group 3 (see Table 3, this 
page) are items in which we 
changed size of product, but in the 
majority of cases did not change 
the quality. For example, the qual- 
ity in the change of dressing from 
10 x 12 to8 x 10 remained the same. 
The high of 75 per cent indicates 
that we had been using a very 


TABLE 3 
(Change of Size or Product) 
Representative Items 


Tissues (Silicone treated ) 
Mops, Dish 

Flashlights 

Pads, Abdominal 

Wash Cloths 

Cleanser 

Sterilizer Controis 
Syringes, interchangeable 2 
Sutures 

Syringes, insulin 40-80 
Tubes, Rectal #24 


PER CENT 
SAVED 


88 8 


14 
12 
12 
10 
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expensive thermometer made by 
the same manufacturer as the less 
expensive one that we are now 
using. The present one does the 
job just as well. It is not always 
necessary to have the best grade 
of any item when the second or 
third grade might do just as well. 


DISPOSABLE PRODUCTS 


A new field in purchasing is that 
of disposable products. Our pur- 
chasing agent has worked out ex- 
haustive surveys with the heads 
of many departments. Take, for 
example, the disposable needle. He 
can prove conclusively that he 
saved $2500 a year by switching 
to a disposable needle, saving 1% 
_personnel formerly used to clean 
sharpen needles. 

Now that disposable articles are 
being used more and more, the 
purchasing agent has a difficult 
task. How is he to evaluate a dis- 
posable article? He must distin- 
guish between good, better and 
best. In many cases, good may 
serve as well as best. After all, 
the article is used only once. It 
must meet certain requirements, 
but if it meets these, then it is 
good enough for the purpose. Every 
penny paid in excess represents a 
loss. 

We never have been able to find 
a satisfactory way to control wash 
cloths, so this is one article in 
which we reduced the quality con- 
siderably. In one survey, we showed 
a loss of 140 per cent in a year. We 
changed to a cheap wash cloth, and 
the souvenir value suddenly de- 
creased; our loss was only 80 per 
cent, to say nothing of paying less 
for the product than before. 


CONSUMPTION CONTROL 


Another function of the purchas- 
ing agent is the control of con- 
sumption. After all, waste can cost 
as much as poor purchasing. If 
there is excessive use of an item, 
it has not been purchased properly, 
it is being abused or something 


else is wrong. The purchasing | 


agent at Lutheran Hospital keeps 
posted on items which he thinks 


show excessive consumption com- 


pared with the previous year. He 
first. goes to the department head 
concerned to ascertain whether 
there were any reasons or changing 
factors which would justify this; 
_ if not, then he and the department 
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head try to determine the cause. 
A report is then prepared indicat- 
ing the saving that could be made 


by reducing usage of the items. 


Over a period of a year, this can 
represent a substantial amount. 
To use stationery as an example: 
It is easy for every department to 
get in the habit of ordering a dozen 
pencils and two scratch pads, a 
pad of requisition forms and_-all 
other forms without checking their 
supply. On one occasion, we took 
a cart through the hospital and 


loaded that cart five times with 
excess items from various depart- 
ments and nursing stations—items 
routinely ordered, but never used. 

We have been testing suites of 
hospital bedroom furniture by vari- 
ous manufacturers for some time to 
find out which is most durable, 
most comfortable for the patient 
and easiest for personnel to main- 
tain. This is to enable us to decide 
what to put in our new building, 
which we hope will be completed 

(Continued on page 99) 
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the LINE-0- VISION bed sign by Hollister 


Here's a new kind of bed sign you can read with eye- 


level comfort in any location . . 
O-Vision’s new slanted slots make the difference. 
Mount the sign low on a footboard. Or turn it upside 
down and attach it high on a wall or door. Just stand 
That’s all it takes to read the sign 
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Line-O-Vision’s distinctive design isl varicolored 
reminder cards attract staff attention to important 
orders for patient care. For complete information, | 
write for free Line-O-Vision Bed Sign folder. 
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IN ADDITION to providing patients with 
a multi-selective menu, Chicago's Mount 
Sinai Hospital and Medical Center pro- 
vides for daily visitation of patients by 
a dietitian. One of the hospital's three 
patient contact dietitians visits each pa- 
tient after breakfast and checks over his 
menu selections, making modifications 
where necessary. 


Hospital meals a la carte 


by MRS. ALICE E. HOPPER 


PPROXIMATELY five years ago, 
the board of directors at Chi- 
cago’s Mount Sinai Hospital and 
Medical Center decided that the 
time had come to further improve 
the hospital’s food service. The 
board’s long-range and careful 
planning led to the hospital’s pio- 
neering of a restaurant-type, mul- 
ti-selective menu for hospital pa- 
tients. This innovation in hospital 
food service met with such favor- 
able patient approval that it is 
being imitated by many hospitals 
across the country. 

Early in 1960, Mount Sinai 
adopted a new menu which is 
comparable in format and in the 
variety of selection to menus in 
the finest restaurants in the coun- 
try. Patients have received the 
new menu with such acclamation 
that it has become a source of per- 
sonal gratification to each member 
of the hospital’s board of directors. 


Mrs. Alice E. Hopper is director of die- 
tetics at Mount Sinai Hospital and Medical 
Center, Chicago. 


Within the last year Chicago’s 
Mount Sinai Hospital and Medical 
Center instituted a _ restaurant-type, 
multi-selective menu for its patients 
on normal and modified diets. The 
author describes the menu in detail, 
the factors which prompted its insti- 
tution and the mechanics involved in 
offering such a varied menu. 


Professionally printed and de- 
signed, the new 20 by 12-inch 
menu was decided upon after re- 
viewing cover ideas from scores of 
restaurants. 


MENU FORMAT 


The identifying motif on the 
menu cover includes a sketch of 
Mount Sinai Hospital and Medical 
Center, and the words, “Good 
Morning’’, in Hebrew. Mount Sinai 
is an Orthodox Jewish hospital and 
kosher dietary laws are in effect 
on all menus. In script type, the 
message, “This is Your Menu”, 
tells each patient that his menu is 
solely for his use. The combination 


of green ink on yellow stock 
provides a touch of cheerfulness. 
These menus are in great demand 
by patients as souvenirs of their 
stay at Mount Sinai. 

Each morning, the patient re- 
ceives his menu, which is perfo- 
rated ‘in three sections with that 
day’s luncheon and dinner se- 
lections and the next morning’s 
breakfast selections. Upon opening 
the menu, the patient first sees the 
back side of the breakfast menu. 
It features an explanation of the 
hospital’s kosher dietary service, 
a greeting from the food service 
department and information about 
the hospital’s gift shop. This in- 
formation is included on the menu 
in order to help orient the patient 
to his stay in the hospital. 

Turning the breakfast section 
back, the patient can see the en- 
tire day’s menu. The distinct print 
and wide spacing of items is a de- 
cided improvement over the mim- 
eographed menus used by many 
hospitals. In fact, many patients at 
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introducing... 


NEW 
GAY PASTEL 
COLORS! 


introductory offer 


TWO BOXES 
PASTEL COLORS 


(500 each) 


FREE! 


with every case © 
hospital amber straws 
purchased 


FREE GOODS CASE: 


STANDARD PACKAGING: 
| 22 boxes (20 amber + 2 pastel) 


20 boxes to case, wrapped or unwrapped 


YOU PAY THE 20 BOX CASE PRICE 


Pastel colored straws also packed 22 boxes to case—2 boxes free. 


DESIGNED FOR YOUNG PATIENTS 


Give your young patients a real lift with these cheerful pastel-colored straws! Each box 
contains six delightful assorted colors with all the advantages and high quality of our 
FLEX-STRAW — tubes bend to any angle...can be used 
and are safe...sanitary...disposable! 


1504 10th Street, Santa Monica, Calif. 


regular amber straws... 
in both hot and cold liquids... 


OFFER EXPIRES FEBRUARY 28, 1961 ¢ ORDER FROM YOUR DISTRIBUTOR NOW! 
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offee 
does 
a lot for 
people 


ONTINENTAL does a lot for coffee 
The rich, robust flavor of CONTINENTAL COFFEE never varies...from one cup giNEy, 
| to the next, from one year to the next. CONTINENTAL sees to this by buying - 
. only the best coffee beans, by the most painstaking blending, roasting and oO 7 
grinding. Serving this matchless coffee could doa lot for youand your people. 
* * 
CONTINENTAL COFFEE COMPANY America’s Leading Coffee for restaurants, hotels and institutions © ¥ 
Roasting Plants From Coast to Coast Main Plant: Chicago, Illinois OrF® 
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Mount Sinai comment that they 
can read the menu without their 
glasses. 

Without -being pedantic or dic- 
tatorial, explicit instructions ‘on 


how the menu should be checked 


is printed at the top. All items on 


the menu are indexed—appetizers, 


soups, entrees, cold buffet and des- 
serts—so that a well balanced and 
complete meal may be ordered 
with minimum effort. The patient 
is encouraged to check what he 
would like to eat. 


LUNCHEON SPECIALTIES 


For luncheon, on the normal diet 
menu, a patient has a choice of 2 
soups, 8 hot entrees, 5 cold entrees, 
17 desserts, and any fresh fruit in 
season and a beverage. 

The luncheon menu includes a 


“special suggestion” for the day— 


usually an item at which the chef 


at Mount Sinai excels. For the food 


service department, these special 
suggestions reduce the danger of a 
monotonous menu. Boiled chicken 
in a pot with vegetables, matzo 


balls and kreplach is one of the 
“Chef’s Specials”. | 


Sandwiches and cold plates are 


particularly popular for luncheon 


during the summer months. Since 
most Americans have been brought 
up in the tradition of hearty roasts 
and chops, these are also included 
on the luncheon menu. 

Many patients, particularly 
women and “weight watchers,’’ 


prefer a light luncheon sueh as a 


fresh fruit plate with raspberry 
ice and a homemade muffin or a 
salad plate of avocado stuffed with 
chicken salad. 

The businessman’s choice is often 


a cold sandwich plate, such as — 


corned beef on rye, roast beef on 
onion skin roll, sliced pickled 
tongue on rye or the beefsteak 
tomato filled with fish and egg 
salad. 

One of the most popular lunch- 
eon items is the ‘“‘Mount Sinai 
Special Cold Buffet Plate.” This 
includes red sock-eye salmon, im- 
ported Portuguese sardines, Nova 
Scotia lox, smoked whitefish, Ber- 
muda onion rings, hard-cooked 
egg, sliced tomato and dill pickle. 

Since some patients at Mount 
Sinai prefer meat only once a day, 
they find the vegetable plates at 
noon exactly to their tastes. Others 
prefer the individual made-to- 
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Today's 


CAVIAR CANAPE 
SMOKED WHITEFISH 


6 CHARCOAL BROILED CH 


DESSERTS CHILLED APPLESAUCE 


BROWNIES 
APPLE STRUDEL 


IN SEASON 
HONEY DEW MELON 
CRANSHAW MELON > 


BEVERAGES COFFEE 


Mount. Sinai. Hospital of Chicago 


Please encircle choice of appetizer, entree by number, salad, dessert and beverage 


APPETIZERS 
GEFILTE FISH TOMATO JUICE CHOPPED CHICKEN LIVER 
MARINATED HERRING GRAPE JUICE MELON IN SEASON ; 
NOVA SCOTIA SALMON APPLE JUICE ASSORTED RELISHES 


FROSTED FRUIT CUP 


( OWI” — May we suggest you order this tasty assortment of our tempting appetizers? 


ENTREES 1 FRESH BROOK TROUT SAUTE AMANDINE 
Parisienne Potatoes and New Peas with Fresh Mushrooms 


ROAST PRIME RIB OF BEEF AU JUS, Watercress (Well, edium) Rare) 
Baked Idaho Potato and Asparagus Spears 


3 BROILED SPRING LAMB CHOPS, Mint Jelly 
Baked Idaho Potato and Wax Beans 


4 OUR CHEF’S FAMOUS ROAST LONG ISLAND DUCKLING 
Wild Rice and Carrots Tammes 


5 BROILED SPRING CHICKEN, Spiced —— Watercress | 
Parinenne Potatoes and Jumbo Asparagus Tips 


OPPED BEEFSTEAK, 
_ Our Special Stuffed Idaho Potato with Chives and Beef Frye 


COLD 7 OUR SPECIAL OPEN SANDWICH OF SLICED WHITE MEAT OF TURKEY 

BUFFET _ AND CORNED BEEF ON RYE with Sliced Tomato and Hard Cooked Eggs, 
\ Watercress. Served with Our Special Dressing made with Cavair Capers and 
Spiced Olive Oil 


8 FRESH FRUIT PLATE WITH RASPBERRY ICE, Cherry Muffin 


9 COLD ROAST TURKEY LEG WITH CRANBERRY SAUCE 
Sliced Tomato, Hard Cooked Egg, Ripe and Green Olives, Dill Pickle 


10 COMBINATION ROAST BEEF AND PASTRAMI SANDWICH ON RYE 
. Hard Cooked Egg, Sliced Tomato, Dill Pickle, Ripe and Green Olives 


SALADS PEACH AND WALNUT SALAD, Fruit Dressing 


LEMON MERINGUE PIE 

HALF GRAPEFRUIT APPLE PIE 

POUND CAKE 
SUGAR COOKIES 


ROYAL ANNE CHERRIES LORD BALTIMORE CAK ORANGE ICE 
and Macaroons 
STRAWBERRY SHORTCAKE 


with Kirsch 


Fresh Button Mushrooms 


TOSSED GREEN SALAD, PR 


FRUITED JELLO 
PLAIN JELLO 


RASPBERRY ICE 
and Macaroons 


WATERMELON 
FRESH BLUEBERRIES 


TEA—Lemon 


CANTALOUPE CASABA MELON 
FRESH STRAWBERRIES 


ICED TEA SANKA 


Fig. 1—Typical dinner menu offered to patients on normal diet at Mount 
Sinai Hospital and Medical Center, Chicago. 


order omelets garnished with 
creamed chicken, mushrooms and 
sherry wine, crisp beef frye or 
Nova Scotia salmon. 

Poultry, beef, lamb and veal en- 
trees are included on the luncheon 
menu for patients who prefer their 
heaviest meal at noon. 

For patients who prefer a light, 
hot luncheon, there are such items 
as the individual casserole of 
Spanish rice, potato pancakes with 
applesauce or stuffed cabbage with 
tomato sauce. 


All entrees are descriptive. The 
Mount Sinai food service depart- 
ment believes that this not only 
helps to stimulate the appetite and 
the desire of the patient to eat but 
it also eliminates the problem of 
patients asking for another entree 
because they did not know what 
the first one consisted of. For ex- 
ample, for the entree “cholent”’ it 
is explained that it is made of 
braised beef with vegetables, rai- 
sins and spices. | 

The wide variety of desserts of- 
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fered (same for luncheon and din- 
ner) appeals to many patients. 
Apple pie and Mississippi pecan 
pie have long been favorites. Chil- 
dren and many adults prefer choc- 
Olate, ginger, oatmeal, or sugar 
cookies. In addition to pastry, one 
finds chilled canned fruits, fruit 
ices, gelatin desserts, puddings and 
fresh fruits in season listed on the 
dessert menu. All bakery items, 
except dinner rolls and assorted 
breads, are made at the hospital. 


DINNER DELICACIES 


The dinner menu lists 15 appe- 
tizers, including a glass of wine, 
marinated herring, gefilte fish, Nova 
Scotia salmon, caviar canape, 
smoked whitefish, chopped chicken 
livers, assorted relishes, melon in 
season, fruit juices and frosted 
fruit cup with kirsch. (See illus- 
trations p. 67). The menu suggests 
that the patient order an assort- 
ment of fish appetizers. 

Six hot entrees are listed daily 
on the dinner menu. Rock cornish 
hen stuffed with wild rice, baked 
breast of chicken in red wine and 
fresh brook trout sautéed with al- 
monds are a few of the delicacies 
found on the dinner menu. Roast 
prime rib of beef lives up to the 
reputation of being served rare, 
medium or well done. The dinner 
menus also feature charcoal broiled 
chopped beefsteak with fresh 
mushrooms. This is a 10-ounce 
portion served with a stuffed baked 
Idaho potato with chives and beef 
frye. 

In planning dinner menus, con- 
sideration is also given to patients 
who prefer light evening meals. 
Four cold entrees are featured. 
Cold roast prime rib of beef and 
potato salad, fresh pineapple half 
with fresh fruit and cherry muffin, 
cold roast turkey leg with cran- 
berry sauce and the sliced white 
meat of turkey with Waldorf salad 
are particularly popular supper en- 
trees in summer months. 

Salads are featured at dinner 
only. Since most people prefer a 
tossed green salad served with a 
variety of dressings, it is listed 
daily together with a fruit salad. 

Desserts for the evening meal 
are the same as those on the lunch- 
eon menu. An after-dinner drink 
adds the extra touch to the dinner 
menu. 
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Breakfast on the normal diet 
menu includes a choice of nine 
fruits and juices plus any fresh 
fruit in season. The menu also 
offers marinated herring, canned 
salmon and pickled herring in sour 
cream as appetizers. Nine entrees, 
including five egg dishes, are of- 
fered. Hard, pecan or sweet rolls, 
cinnamon coffee cake, bagel and 
cream cheese, plain muffins and 
beverages are also listed for break- 
fast. 

EXTENT OF SELECTION 


In addition to a selective menu 
for the normal diet, there is also 
a selective menu for children and 
for patients on modified diets. 
These menus are printed on dif- 
ferent colored stock; each color is 
associated with a particular diet. 
The children’s menu is attractively 
decorated with pictures of animals. 

It is common knowledge that pa- 
tients on modified diets frequently 
believe that their diet is so re- 
stricted that they often fail to eat 
as much as they should. To over- 
come this psychological block, 
menus for modified diets have been 
planned so that patients on these 
diets also have a wide selection of 
foods within their particular food 
allowance. Frequent comments by 
members of the medical staff on 
the therapeutic value of selective 
menus for persons on modified diets 
indicate that a large choice of foods 
leads the patient to eat much bet- 
ter, thus speeding the patient’s re- 
covery. 


FACTORS AFFECTING SELECTION 
In planning the expanded die- 
tary service, the director of the 
Mount Sinai food service depart- 
ment and his staff determined how 
much variety and selectivity were 
desirable. Available hospital rec- 
ords showed that the average pa- 
tient was hospitalized for eight 
days. One of the pit-falls in using 
an “average” is that someone is 
certain to stay beyond the average 
number of days. Realizing that 
repetitious meals would be boring 
and that boredom is one of the 
principle causes of patient dissat- 
isfaction in hospitals, the hospital’s 
dietary staff chose a two-week 
cycle menu. 
Since Mount Sinai offers an all- 
kosher dietary service, some per- 
sons believed that the kosher die- 


tary laws would restrict selectivity. 
The hospital’s food service direc- 
tor admits it is a challenge, but 
careful and thorough planning has 
overcome any difficulty which 
might have been anticipated. 

Menus had to be carefully 
planned to meet the nutritional de- 
mands and specific needs of the 
various age groups being admitted 
to the 424-bed hospital. Studies 
also showed that 50 to 60 per cent 
of the patients admitted were on 
modified diets. This meant that an 
equal amount of selection had to 
be given on modified diets if a 
large segment of the patient pop- 
ulation was to be satisfied. 

Finally, there is the challenge of 
meeting the demands put on any 
food service organization by pa- 
tients’ personal eating habits. In 
some cases, these are nothing more 
than habits; in others they are 
customs and religious beliefs. 
However, none of them can be 
ignored. 


CLOSE SUPERVISION ESSENTIAL 


It isn’t enough to have a fancy 
menu. The food must be well pre- 
pared and it must be tasty; it must 
certainly have eye appeal and it 
should be served at the right time 
and temperature. 

Variety in the entrees is attained 
by using a number of preparation 
methods, different combinations of 
food, various garnishes (certain 
flavors go with certain meats) and 
a variety of spices to bring out 
natural flavors. Wine is one of the 
most versatile flavoring agents 
known and adds a gourmet touch 
to most any food. 

Today the variations in vegeta- 
ble cookery are almost limitless. 
It is not only old-fashioned to serve 
vegetables plain but one must also 
do something rather startling to 
them such as the addition of seeds, 
herbs and nuts. Vegetables such as 
green beans with almonds, peas 
with mushrooms and carrots 
tzimmes add color, flavor and tex- 
ture to entrees. 

At Mount Sinai, details of food 
service as well as preparation are 
closely supervised. All hot dishes 
are tasted for flavor and texture 
before being served. Each tray is 


-earefully checked for correctness 


of items ordered and appearance 
before it leaves the centralized tray 
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line. This checking is done by ex- 
perienced food service supervisors. 
Their reward for this exacting work 
are the many compliments received 
from patients. 


PATIENT VISITATION 


| Each morning a dietitian visits 
each patient between 9 and 9:45 
a.m. to assist him in menu selec- 
tion and to make any necessary 
changes in the patient’s selections 
that might bé required. The patient 
receives his ‘menu for that day’s 
luncheon and dinner and the next 
morning’s breakfast on his break- 
fast tray. 
After the hospital’s three dieti- 
tians have visited all patients, they 
immediately tally the hot and cold 
entrees for that day’s luncheon 
service. Their production work or- 
ders for other items on the lunch- 
eon menu are based on their per- 
centage records of items chosen by 
patients, rather than on an exact 
tally of the day’s order. Produc- 
tion orders for the dinner and 
breakfast menu are based on an 
exact count. The hospital’s direc- 
tor of dietetics explains that the 
hospital is able to maintain exten- 
sive records on patient selection 
patterns since it utilizes a two- 
week cycle menu. Items left over 
from luncheon service to patients 
are sent immediately to the per- 
sonnel cafeteria. 
| FOOD COSTS 
It would be grossly misleading 
to state that a food service pro- 


gram of this magnitude can be in- 
augurated and executed without 
any problems. However, it can be 
done without exorbitant expense. 
Providing a wide selection of foods, 
even such exotic items as rock 
cornish hen with wild rice and 
trout amandine has not increased 
food costs at Mount Sinai Hospital 


-and Medical Center. Although the 


more expensive appetizers, entrees 
and desserts are always available, 
the old favorites. are also included 
and many patients prefer the sim- 
pler foods. The cost of wasted food 
and the problems of disposing of 
leftovers are minimized because 
patients have such a wide choice 
of food that they are. more likely 
to order only what they want and 
to eat everything that is sent them. 

While patients are convalescing, 
they frequéntly find that meals 
ordered the previous day are in- 
sufficient om more than ample to 
satisfy their appetites. Since Mount 
Sinai patients order and receive 
their two main meals on the same 
day, the problems of patients re- 
fusing foods and asking for other 
items have virtually been elimi- 
nateg, 

Savings in dietary operations 
have also been effected by tighten- 
ing up procedures. A strict control 
over all activities—purchasing, 
storeroom, food portioning, em- 
ployee training and scheduling, and 
equipment improvements—has re- 
sulted in a reduction in personnel 
and food costs. | 


NOTES AND COMMENT 


Philadelphia hospital lists menu favorites 

Helen S. Everetts, chief dietitian at Presbyterian Hospital in Phila- 
delphia, ranks chicken and vegetable salad and blueberry crumb pudding 
high among the menu favorites with the patients at the Pennsylvania 
hospital. Miss Everetts has included these menu items on her set of 
spring cycle menus beginning on p. 73. 


Here are the recipes for these 
menu items. . 


CHICKEN AND VEGETABLE SALAD 
(50 servings) 

lb. rice (uncooked) 

lbs. cooked, frozen, diced carrots 

lb. cooked, frozen peas 

Ibs. cooked, diced, chicken 

lbs. diced celery 

tsp. salt 

isp. pepper 

pt. mayonnaise 

14 lemon juice 
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25 stuffed olives 


13 hard-cooked eggs 


1. Cook rice. Do not overcook. 
Drain and wash with cold water. 

2. Blend all ingredients to- 
gether. 

3. Keep refrigerated until used. 

4. Serve on lettuce leaf. Use No. 
8 scoop. | 

5. Garnish with slices of stuffed 


(Continued on page 72) 


HOT FOOD 
STAYS SAFE 


MODEL JPT-5-2 


INA 
Thormatainer 
e/ectric 


FOOD WARMER 


Health authorities agree that food bac- 
teria multiply dangerously when pre- 
pared food is improperly stored. To 
control this problem they recommend 
that food be held below 40°F. or above 
140°F. 

Because Thermotainer can keep hot 
food at safe temperatures it assures 
vital health protection as well as im- 
portant food preparation and serving 
advantages. Only Thermotainer’s com- 
partmented construction keeps food 
piping hot and deliciously fresh for 
hours after it has been prepared. 

Be sure you investigate all these ad- 
vantages before you buy a food warmer. 
Then, you will understand why Ther- 
motainer’s years of leadership have 
made it the world’s finest food warmer. 


e “Channeled Heat" assures uniform 
heat distribution 


Full-range thermostat (150°- 300°F.) 
NSF and UL approved : 
Humidity control 

Stainless steel throughout 

Flexible compartment capacity 


No steam or hot water used — food is 
held in its natural moisture 


® More than 77 models from which 


to choose. 


Write for complete catalog of food 
warming equipment. 


Sold only through authorized dealers. 


FRANKLIN PRODUCTS CORP. 


400 W. Madison Street . Chicago 6, Illinois 
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The 
New 
for 


. .. the most necessary element in the diets of both 
man and beast. Today salt is more significant to living 
than ever before. There are more than 80 varieties 
required by industry which has found some 14,000 uses. 


Since 1886, Diamond Crystal Salt ‘Company 
has been and is today, one of the country’s leading - 
producers of quality salt. 


We introduce with pride our vigorous new symbol— 
the crystal formed of diamonds you see 

on this page. It represents total quality, backed 

| by a progressive organization. 


This symbol—though it is new — represents 

Diamond Crystal’s 75 years of continuous service in 
supplying all industries with a quality product. 

This new “‘symbol for salt’’ is your assurance of the 
purest product and finest service available anywhere. 


HOSPITALS, J.A.H.A. 


A symbol for accepted portion control! 
DIAMOND CRYSTAL SALT COMPANY’S 
ASONING PACKETS 


he. 


exclusive . . . offers ‘‘shaker action’’ for controlled 
application. They’re sanitary and disposable. Each 
packet contains sufficient seasoning for a complete 
meal and the assurance of the purest products 
available . . . Salt, Pepper, Salt Substitute and | | 
Sugar Substitute. | 

Learn exactly how Diamond Crystal Seasoning 
Packets can benefit you. Call or write the nearest 
Diamond Crystal sales office. 


Universally accepted by many of the nation’s 
leading hospitals, drive-in restaurants and air- 
lines . . . Diamond Crystal Packets are easy to 
use—easy to open. They save you time, money 
and labor by eliminating costly hours normally 
spent on cleaning and filling ordinary type shakers 
and there is no breakage. 

The fluted design packet . . . a Diamond Crystal 


iamond Crystal Salt Compan 


ST. CLAIR, MICHIGAN 


PLANTS: AKRON. OHIO: JEFFERSON ISLAND, LA.: ST. CLAIR, MICH. 


SALES OFFICES: AKRON * ATLANTA ®*® BOSTON * CHARLOTTE * CHICAGO 
NEW ORLEANS * NEW YORK 


DETROIT * LOUISVILLE * MINNEAPOLIS °* 
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Patients Convalesce 


Better 


with good hot food 
served the 


DRI-HEHEAT 
WAY! 


Centralized food preparation, made pos- 
sible with a Dri-Heat food system does 
more than make patients happy. By 
eliminating extra kitchens and extra 
help, it cuts your costs sharply and helps 
you maintain better feeding schedules. ' 

With just one kitchen preparing all 
food, you eliminate food waste and in- 
crease menu variety. You immediately 
accomplish complete control over por- 
tions, appearance, diet restrictions and 
personnel. Your -patients get piping hot 
food, appetizingly served and always 
within their prescribed menu limita- 
tions. 

Most important, the Dri-Heat hot 
plate keeps food deliciously hot even 
after it is served to the patients. Slow 
eaters or disabled patients need never 
eat cold food—because a Dri-Heat hort 
plate will keep their food hot as long as 
one hour after serving. 

Investigate the quality-made Dri-Heat 
system. You can use the entire system or 
it is possible to adopt various compo- 
nents into your present system to fit your 
budget. 


Stainless steel cover hos special 
heat-trap design 


Dri-Heat Hot Plate accommodates 
any stondord china or plastic dish 


Special alloy pellets can be used 


for heating or chilling PELLET OVEN STAND 


Fully insulated stainless steel base 
protects diner's hands. Double wall 
fully insuiated—gvaranteed not to 
come apart. 


TRAY CART 


WRITE, WIRE OR PHONE 


.use in March, April, 


DRI-HEAT 
FOOD SYSTEM, INC. 
510 N. Dearborn Street ¢ Chicago 10, Ill. 

Phone: DE 7-4213 


Originators of the modern centralized 
feeding system. 
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olives and quarters of hard-cooked 
eggs. 

Note: Tomato wedges may be 
substituted for hard-cooked eggs. 


BLUEBERRY CRUMB PUDDING 
(50 servings) 
1, 18 by 26 inch sheet pan of yel- 
low cake batter : 
1 No. 10 ean blueberries, drained 
1% Ibs. sugar 
12 oz. flour 
1 tsp. salt 
1 tsp. cinnamon 
34 lb. margarine 
2 tbsp. lemon juice 


1. Prepare sheet pan of yellow 


cake batter from mix or wet for- 
mula. 

2. Drain blueberries and sprin- 
kle on top of cake batter. 

3. Mix sugar, flour, salt, cinna- 
mon, margarine and lemon juice 
until crumbly. 

4. Sprinkle over berries. 

5. Bake pudding cake in 350° F. 
oven for 45-50 minutes. 

6. Cut 50 portions per pan. 

7. Serve with blueberry sauce 
made from 6 c. juice drained from 
blueberries, 142 c. sugar and % c. 
cornstarch and pinch of salt. 

8. Top each serving of pudding 
with blueberry sauce. al 


Cycle Menu 


the East 


‘Tal 21-DAyY selective spring cy- 
cle menu and market orders 
for perishables are designed for 
hospitals in the eastern part of the 
United States. These menus, for 
and May, 
feature foods popular in the East. 

Menus in this issue are the third 
in a four-part series of spring cy- 
cle menus. Spring cycle menus for 


The winter cycle menus, published 
in the October and November 1960 
issues of this Journal, may be used 
during February. 


Midwest hospitals appeared in the 


January 1 issue of this Journal. 
The South-Southwest spring 
menus were in the January 16 
issue. North-Northwest menus will 
appear February 16. 

Menus in this issue feature a 
choice of entree, vegetable, salad 
and dessert for the noon and night 


meals. Two cereals and two fruits |. 


are offered on breakfast menus. 
Since one of the choices offered 
is suitable for modified diets, these 
menus can be used for both nor- 
mal and modified diets. The letter 


(F) following certain items desig- 
nates their suitability for full or 
normal diets; foods acceptable on 
soft and other modified diets are 
labeled (S). The letters (FS) 
mean the item can be used on 
both full and soft diets. 

The market order accompanying 
each week’s menu lists the meats, 
seafood, poultry and fresh and 


frozen fruits and vegetables needed 


in producing the menu for a 50- 
bed hospital. The order includes 
precut meats, roasts and seafoods, 
eviscerated poultry, and other 
partly prepared items. Amounts 
are computed on the basis of serv- 
ing 100 patient and _ personnel 
meals at breakfast, 125 at noon 


-and 100 at night. By using a mul- 


tiple of 50, larger hospitals can 
easily compute market orders. 

Another feature of this cycle 
menu service is a standard store- 
room inventory—a list of supplies 
that a 50-bed hospital should have 
on hand at the beginning of each 
21-day cycle. The inventory is 
available on request from the As- 
sociation, 840 North Lake Shore 
Drive, Chicago 11, III. 
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Ist WEEK EAST SPRING SELECTIVE CYCLE MENU 
(MENUS TO BE USED DURING MARCH, APRIL AND MAY) 


—prepared by Helen S. Everetts, chief dietitian, 
Presbyterian Hospital in Philadelphia. 


breakfast 


night 


monday 


Stewed Rhubarb (F) 
or Tomato Juice (S) 
Rolled Wheat Cereal 
or Ready-to-Eat 
Rice Cereal 
Scrambled Egg 
or Waffles with 
Maple Syrup 


Cream of Mushroom Soup 
Chicken and Vegetable Salad F) or Baked Meat Loaf (S) 
Potato Chips (F) or Steamed Rice (S) 
Buttered Diced Beets (S) or Dutch Lettuce 
Chef's Salad with French Dressin 
or Combination Fruit Salad—Mayon 
Almond-Macaroon Pudding (F) or hilled "Sliced Peaches in Syrup (S) 


Apple Juice 

Baked Ham with Hot Cranberr ry Sauce (F) or Broiled Sirloin Tips (S) 
hushed Sweet Potatoes with Marshmallows (FS) 
Buttered Green Beans (FS) or Broccoli with Hollandaise Sauce 
Sliced Tomato Salad with Celery Seed Dressing 

or Stuffed Prune Salad 
Ambrosia (F) or Chilled Royal Anne Cherries in Syrup (S) ' 


Chilled Kadota Figs (F) 
or Pineapple Juice (S) 
Farina 
or Shredded 


wheat Cerea 
Poached Egg (FS) 


Broiled Chicken Livers and Mushrooms (FS) 
or Assorted Sandwich Platter 
Baked Potato (FS) 
Buttered Green Peas (FS) or Scalloped Tomatoes 
Potato Salad on Lettuce or Salad Greens with Oil and Vinegar Dressing 
Baked Lemon Meringue Pudding (FS) or Chilled Applesauce 


Blended Juice 
Roast Leg of Veal with Gravy (FS) 
or Breaded Pork Cutlet with Chili Sauce 
Corn Pudding (F) or Parsleyed Diced Potatoes (S) 
Buttered Spinach (FS) or Savory Onions 
err? and Chopped Peanut Salad with Mayonnaise 
ettuce Hearts with Chiffonade Dressing 
Fresh Fruit Cup (F) or Spanish Cream (S) 


| | saturday friday | thursday | tuesday 


Orange Juice (FS) 
or Stewed Apples 
with Cinnamon 
Wheat Farina 
or Puffed Rice Cereal 
Bacon Strips 
Sweet Roll 


Fruit Punch 
Spanish Rice with Canadian Bacon (F) 
or Broiled Lamb Pattie with Mint Jelly (S) 
Parsleyed Creamed Potatoes (S) 
Glazed Whole Carrots (FS) or Braised Celery a Jus 
—— and Cottage Cheese Salad 
omato Slices with French Dressi 


Prune Cake with White Frosting (F) or ony Gelatin (S) 


ae Onion Soup with Croutons 
Roast Beef au Jus (FS) or French Fried Scallops with Tartar Sauce 
Whipped Potatoes (FS) 
Paprika Cauliflower (F) or fy > us Spears (S 
Mexican Cole Slaw or Pear Blush Salad with a 
Ice Cream (FS) or Fresh Grapefruit Sections 


Blended Juice (FS) 
or Chilled Purple 
Plums in Syrup 
Farina 
or Shredded Wheat 


Cereal 
Soft Cooked Egg (FS) 
Grilled Sausage 


Vegetable Soup 
Hot Turkey Sandwich (FS) or Chef's Salad Bow! with Cheese Sticks 
Buttered Noodles 
Wax Beans (FS) or Whole Kernel Corn 
Hearts of Lettuce with Russian Dressing 
or Peach and Applebutter Salad (S) 
Coconut Bread Pudding (F) or Jewel Gelatin with Cream (S) 


Pineapple Juice 

Braised Country-Style Pork Ghdp (F) or Grilled Veal Chop (S) 
Baked Potato (FS 

Buttered Garden Peas or Mashed Squash (FS) 

Mixed Fruit Salad with Fruit Dressing or Assorted Relishes 
Boston Cream Pie (FS) or Chilled Kadota Figs 


or Apple Juice (S) 
Oatmeal 
or Cornflakes 
Scrambled 
uffin 


or Swiss Cheese Sandwich ao 
French Fried Potatoes (F) or Di Buttered Potato (S) 
Harvard Beets (FS) or Buttered Broccoli Spears 
Spring Salad with 1000 Island Dressing or Waldorf Salad 


‘ 


Links (F) 
Stewed Fruit Blended Vegetable Juice Cocktail Cream of Corn Soup 
Compote (F) Baked Tuna Loaf with Parsley eeee (FS) | Baked Cod Steak with Lemon Butter Sauce (FS) 


or Smoked Tongue with Hot Mustard Sauce 
Creamed Potatoes (FS) 
Julienne Green Beans (FS) or Brussels Sprouts 
redded Lettuce with French ores Orange and Date Salad 


(F}—Full Diet 


or Orange Juice 
Whole- wheat Cereal 
or Ready-to-Eat 
Rice Cereal 
Scrambled Egg— 
Grilled Bacon 
Glazed Doughnut 


‘Oven Broiled Half Spring Chicken (FS) or Minute Steak 
Parsleyed Buttered Potato FS) 


(S]—Soft Diet 


Cream Style Corn (F) or As 
Molded Cranberry and Mars a 
Pineapple Sundae (F) or Fruit Ice (S) 


agus Spears ( 


(FS)—Full and Soft Diet 


w Salad = vain and Lettuce Salad 


Blueberry M ice Cream (FS) or Chilled Pineapple | Cherry Cobbler with Whipped Cream (F) or Banana Slices in Cream (S) 
Pi poy one Juice (S) Potato Chowder Grape Juice 
liced Peaches in Grilled Lamb Pattie with Bacon-Strips (FS) Swiss Steak (F) or Roast Turkey with Cranberry Sauce (S) 

Syrup (F) or Shrimp Chow Mein with Crisp Noodles Mashed Potatoes (FS 

Rice Farina Steamed Rice (FS) Buttered Carrot Rings (FS) or Fordhook Lima Beans 
or Ready-to-Eat Buttered Spinach (FS) or Stewed Tomatoes Grapefruit and Pimiento Salad with French Dressing 

Wheat Flake Jellied Southern Cole Slaw or Apricot and Cream Cheese Salad or Chef's Salad with Roquefort any | 

Cereal Maple Blancmange (FS) or Chilled Pear Haives in Syrup Strawberry Bavarian Cream (F) or Royal Anne Cherries in Syrup (S) 
Poached Egg (FS) 
Banana (FS) Lemonade Duchess Sou 


Bread, butter and a choice of beverages are to be included with each meal. 


p 
Cold Sliced Meats with Mustard and Relish (F) 
or Roast Leg of Veal with Gravy (S) 
Baked Potato (S) 
Pimiento Wax Beans (S) or Cauliflower Polonaise (F) 
Club Salad on Lettuce (F) or Lettuce Wedge with Russian Dressing 
Jelly Roll (FS) or Chilled Fruit Cup 


item, « Sesiieetaeiis Amounts & No. of Servings | Item, spstmeiiiak. is Amounts & No. of + Servings item, Specifications, Amounts & No. of Servings 
oo BEEF Shrimp 26-28 Ib 8 ibs. 40 | Potatoes, White Bag No. 1 400 ibs. 
3 Ground Beef U. S. Good, 5 Ib. pkg. 5 ibs. Radishes Bunch 1% doz. 
Roast, Sirloin (B.R.T.) U. S. Choice 20 Ibs. 60 POULTRY Romaine Y% doz. 
S | Sirloin Tips U. S. Choice 7 Ibs. 20 | Fowl (€viscerated) Grade A,5ib.av. 95 Ibs. Tomatoes Repacked (5x6) jug (30 Ibs.) 
4. | Steaks, Cubed U. S. Choice, Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 75 Ibs. Watercress Bunch Y% doz. 
4 i 4-02. each 10 Ibs. 40 | Fryers (Eviscerated) Grade A, 2% Ib. av. 50 Ibs. 
— | Steak, Swiss U. S. Good, 4 oz. each 15 Ibs. 60.| Livers, Chicken” 1 Ib. pkg. 20 Ibs. 80 
erri - r, 
Tongue No. 1 7 ibs. 20 | 16 the. 
= LAMB Assorted Cold Cuts 15 Ibs. Grapefruit Sections Fresh, chilled, gallon 4 gal. 
& Ground, Shoulder U. S. Good 25 Ibs. 100 ) Orange Juice Con., 32 oz. can 3 cans 
FRESH FRUITS Orange Sections Fresh, chilled, gallon 5 gal. 
4 PORK Apples Jonathan, 113s 1 box Pineapple Chunks ‘Fresh, chilled, gallon 2 gal. 
| Bacon, Canadian 10 Ibs. Bananas Ripe 55 Ibs. Rhubarb 8 Ib. can, 5-1 sugar 8 Ibs. 
ops, Loin rade A, 4 02. @ Ss. Asparagus Spears, 2% Ib. pkg. 51 
Ham (Pullman) Ready -to-eat. 20 Ibs. 60 FRESH VEGETABLES 2% 10 
s Sausage Links 12-1 Ib 10 Ibs. pat ‘ . ee Beans, Green Julienne, 2% Ib. pkg. 10 Ibs. 60 
= Steaks (Boneless) Grade A,40z. each - 5 ibs. 20 rrots opped, bag r Beans, Lima Small, green, 
5 Celery Pascal, 30s 1 doz. 2% Ib. pkg. 2% Ibs. 15 
ea VEAL Celery White Ye doz. Beans, Wax Cuts, 2% Ib. pkg. 17% Ibs. 105 
<< | Chop, Rib U.S. Good, 50z. each 7 Ibs: 20 | Endive Curly %” doz. Broccoli Stems and buds 
3 | Leg (B.R.T.) U. S. Good 27 Ibs. go | Lettuce Head, 48s 1 crate 2% Ib. pkg. 5 ibs. 30 
4 Onions, Dry _ Yeliow, bag 50 Ibs. Brussels Sprouts 2% Ib. pkg. 2% Ibs. 15 
S : FISH Onions, Green Bunch 1 doz. Cauliflower Buds, 2% Ib. pkg. 20 Ibs. 120 
= | Cod Fillets, Canadian, Onions, White Boilers 3 Ibs. Peas 2% Ib. pkg. 17% Ibs. 105 
4 oz. each 15 Ibs. 60 | Parsley Bunch 1 doz. Spinach Chopped, 2% Ib. pkg. 25 Ibs. 150 
Scallops 3 qts. Potatoes, Sweet Hamper ~ 50 Ibs. Squash, Winter . 3 Ib. pkg. 15 Ibs. 60 
! THIS PAGE HAS BEEN PERFORATED FOR EASY REMOVAL 
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2nd WEEK EAST SPRING SELECTIVE CYCLE MENU 
(MENUS TO BE USED DURING MARCH, APRIL AND MAY) 


—prepared by Helen 5S. Everetts, chief dietitian, 
Presbyterian Hospital in Philadelphia. 


(S)—Soft Diet 


breakfast noon night 
Blended Juice (FS) Beef Bouillon Pear Nectar 
| er Chilled Kadota Beef and v egetable Stew with Hot Biscuit (F) or Cheese Fondue (S) Roast Beef a la mode (FS) or Baked Sweetbreads 
| Figs Parsleyed Buttered Potato (S Oven Browned Potato (FS) 
a Farina Buttered Green Peas (S) or Scalloped Cabbage (F) Hot Buttered Beets (FS) or Julienne of Mixed Vegetables 
—: or Bran Flake Cereal | Tossed Salad Greens with French Dressing er Apple and Celery Salad Sunshine Salad with Mayonnaise 
a Soft Cooked Egg Creamy Tapioca Pudding (FS) or Orange Sections or Shredded Lettuce with Chiffonade Dressing 
‘i Bacon Strips Cream Puff (F) er Chilled Peach Halves in Syrup (S) 
Juice (S) Tomato Juice Chicken Consomme 
, or Stewed Prunes(F) | Chicken and Noodle Casserole (FS) Roast Leg of Lamb with wert and Mint Jelly (FS) . 
i Oatmeal or Baked Meat Loaf with Savory Gravy or Hot Roast Pork Sandwich 
or Puffed Rice Cereal | Baked Potato Duchess Potatoes (FS) 
“ Poached A Buttered Green Beans (FS) or Scalloped Tomatoes Buttered Whole Carrots (FS) er Baby Lima Beans, 
Crumb ee Cake ae dea Salad with Fruit Dressing Celery seg ot with Sour Cream and Olive Dressing 
| = agus and Pimiento Salad with Vegetable Dressing or Under-the-Sea Salad with Mayonnaise 
Agrtost | t (F) or Chilled Peeled Apricots in Syrup (S) Chocolate Layer Cake with Walnut Frosting (F) 
4 or Cinnamon Applesauce (S) 
a Orange Juice es) Cream of Tomato Soup Fruit Punch 
ui er Sliced Banana Baked Ham Loaf with "Raisin Sauce (F) or Hot Sliced Turkey (S) Breaded Veal Cutlet with Tomato Sauce (F) 
7 Wheat Farina Candied Sweet Potato (FS) or Broiled Fillet of Flounder (S) 
re or — Spinach Bechamel (FS) or Mexican Corn Creamed Potatoes (FS) 
. Scrambled Eee Pickled Beet and Egg Salad or Hearts of Lettuce with 1000 Isiand Dressing| Buttered Wax Beans (S) or — Spears (F) 
3 Philadelphia Scrapple ice Cream (FS) or Chilled Purple Plums in Syrup Grapefruit and Green Pe yond Sala 
or Molded Vegetable Salad with Mayonnaise 
= Graham Cracker Torte (FS) or Chilled Kadota Figs 
Apple Juice (S) Biended Juice Cream of Potato ers 
or Orange Sections (F)| Hot ley Veal Sandwich (FS) or Eggs a la Goldenrod on Rusk Chicken Fricassee (FS) or Braised Short Ribs of Beef 
led Wheat Cereal Baked Stuffed Potato (S) Steamed Rice (FS 
or Ready-to-Eat Buttered Garden Peas (FS) or Glazed Whole Onions Brussels Sprouts (F) or Asparagus Spears (S) 
= Rice Cereal — Salad with Oil and Vinegar Dressing Banana and Cherry Salad with Mayonnaise or Assorted Relishes 
= | Soft Cooked Egg (FS) omato Aspic Salad with Olive Garnish Blueberry Pie (F) or Chilled Pear Halves in Syrup (S) 
= Hot Biscuit with Maple Butterfly Cupcake (FS) or Pineapple Wedges in Syrup 
Syrup (S) 
| Tomato Juice (S) Manhattan Clam Chowder maanete 
= or Stewed Fruit Baked Macaroni and Cheese (FS) or Roast Beef with Gravy oe Fried Fillet of Perch with Tartar Sauce (F) 
Compote (F) Parsleyed Buttered Potato or Grilled Chopped Sirloin of Beef (S) 
“% Farina Julienne Green Beans (FS) or Mashed Squash Mashed Potatoes (FS) 
gy ° er Shredded Wheat Creamy Cole Slaw or Sliced Tomato Salad Buttered Diced Carrots (FS) or Stewed Tomatoes 
me £ Cereal Apple Crisp with Whip Cream (FS) or Fresh Grapefruit Sections Orange Section Salad with Honey Dressing or Stuffed Celery Salad 
g ed Egg Sponge Cake with Chocolate Sauce (FS) or Fresh Fruit Cup 
a Grilled Bacon 
Juice Vv Prune Juice 
or > Nectar (S) i vidual Beet Pot Pie oS or Grilled Veal Chop (S) Arabian Pork Chop (F) or Roast Beef au Jus (S) 
. Oatm Baked Crumb Noodles Mashed Sweet Potatoes (FS) 
: or Ready to-Eat Buttered Sliced Beets & or Cream = le Corn (S) Spinach with Lemon Wedge (FS) er Fordhook Lima Beans 
: eat ee “ge Waldorf Salad or Shredded Lettuce Roquefort Dressing Peach and Cottage Cheese Salad or Carrot, Raisin and Celery Salad 
7 ; eieubied Egg (FS Cabinet Pudding (FS) or Royal Anne ihersies in Syrup Lemon Meringue Pie (F) or Chilled Peeled Apricots in Syrup (S) 
} Grape Jui Apricot Nectar Cream of Pea Soup 
d ‘ or Orange Juice (FS) Baked Ham with Spiced Crabapple (F) er Roast Turkey with Gravy (S) Chicken Salad Sandwich (F) or Broiled Lamb Rosette (S) 
7. Rice Fari Whipped Potatoes (FS French Fried Potatoes (F) or Baked Potato (S) 
bel or Shredded — Broccoli Hollandaise (F) or Buttered ee (S) Pimiento Wax Beans (S) or Cauliflower Polonaise (F) 
a wheat Cerea Jellied Lime, Celery, Olive and Pecan Salad—Mayonnaise (F) Chef's Salad with Chef’s Dressing or Cottage Cheese and Vegetable Salad 
nae Soft Cooked ae or Celery Hearts and Carrot Curis Vanilla ice Cream (FS) or Chilled Grapefruit Half 
ee Bacon Strips Banana Layer Cake (FS) or Sliced Banana in Cream 
3 Cinnamon Bun 
. (F}—Full Diet (FS)}—Full and Soft Diet Bread, butter and a choice of beverages are to be included with euch meal. 


Item, Specifications, Amounts & No. of Servings 


item, Specifications, Amounts & No. of Servings 


Item, Specifications, Amounts & No. of Servings 


Tomatoes 10 Ibs. 
190 Ibs. Watercress Bunch % doz. 
a0 Me. FROZEN FRUITS 
Apples Sliced, 8 Ib. can., 
5-1 sugar 16 Ibs. 
Apricots Halves, 8 Ib. can, 
ibs. 5-1 sugar 24 Ibs. 
1 doz. | Biueberries 8 Ib. can, 5-1 sugar _—16 Ibs. 
1 doz. Grapefruit Sections Fresh, chilled, gallon gal. 
Orange Juice Con., 32 oz. can 6 cans 
50 Ibs. Orange Sections Fresh, chilled, gallon 4 gal. 
15 Ibs. FROZEN VEGETABLES 
50 Ibs. Asparagus Spears, 2% Ib. pkg. ‘Sibs. 30 
1 doz. Beans, Green Cuts, 2% Ib. pkg. 15 Ibs. 90 
1% doz. Beans, Green Julienne, 2% Ib. pkg. 15 ibs. 90 
% doz. Beans, Lima Small, green, 
1 crate 2% Ib. pkg 5 ibs. 30 
50 Ibs. Beans, Wax Cuts, 2% Ib. pkg. 5 Ibs. 30 
1 doz. + Broccoli Stems and buds 
3 Ibs. 2% Ib. pkg. 25 Ibs. 150 
vay Brussels Sprouts 2% Ib. pkg. 10 Ibs. 60 
% doz. Cauliflower Buds, 2% Ib. pkg. 10 ibs. 60 
50 Ibs. Peas 2% Ib. pkg. 17% Ibs. 105 
400 Ibs. Spinach Chopped, 2% Ib. pkg. 25 Ibs. 150 
1% doz. Squash, Winter | 1 Ib. pkg. 5 ibs. 20 
% doz. Vegetables, Mixed 2% Ib. pkg. 2% Ibs. 15 


S$ BEEF POULTRY 

| Ground Beef U. S. Good, 5 Ib. pkg. 10 Ibs. Fowl (Eviscerated) Grade A, 5 Ib. av. 
18 © | Roast, Sirloin (B.R.T.) U. S. Choice 40 Ibs. 120 | Turkeys (Eviscerated) Grade A 
Short Ribs U. S. Choice 10 Ibs. 20 | 
Sirloin, Chopped S. Choice 5 ibs. 20 FRESH FRUITS 
> Stew U. S. Good 50 Ibs. 200 | Apples Jonathan, 113s 

: Sweetbreads Fresh 9 Ibs. Bananas Ripe 
Grapefruit Seediess 
LAMB Lemons 
Ground, Shoulder S. Good 5 Ibs. FRESH VEGETABLES 
Na Leg (B.R.T.) U. S. Choice, yearling 20 Ibs. 60 | ¢, Bag 

a Celery Cabbage 

7 s PORK Carrots Topped, bag 
vi ' Bacon (Sliced) 24-26-1 Ib 12 Ibs. Colery Pascal, 30s 

Chops, Loin Grade A,4o0z.each lbs. 60 | Celery 
Ham (Puliman) Ready -to-eat 60 Ibs. Endive Curly 
a % | Loin (Boneless) Grade A, 10-12 Ibs. 7 Ibs. 20 | jottuce Head, 48s 

Onions, Dry Yellow, bag 

a VEAL Onions, Green Bunch 

Chop, Rib U. S. Good, 50z. each Ibs. 20 | Onions. White Boilers 

Cutlets U.S. @ood, 4 oz. each 15 Ibs. 60 | parsiey 

Leg (B.R.T.) U. Good 27 Ibs. 80 | Peppers, Green 

Potatoes, Sweet Hamper 

Potatoes, White Bag No. 

Flounder Fillets, 4 oz. each S ibs. 20 radishes Bunch 

a Perch (Ocean) Fillets 15 Ibs. 60 | Romaine 

4 
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“Grading-up” is the food-service art of creating extra values 

in the foods you serve. It’s purpose is to increase both eye- and 

appetite-appeal. This is something that’s easily done with Kraft 
How to ) Ribbon Slices. 


Any number of sandwiches, for example, can be converted 


77 from the regular to a deluxe version by simply adding a slice of 
= _ cheese. You increase meal satisfaction considerably, with only 
. a slight difference in food cost. 
, S A N Wy ke H FS Actually, there’s more efficiency, as well as economy, in using 
3 Kraft Ribbon Slices. You save labor-time. You always get perfect 
3 . _ slices, not slivers. And there are no broken pieces or dried-out 
with | | edges. Order Ribbon Slices on your Kraftman’s next call. 


Kraft Ribbon Slices 


Sliced to Order: With Kraft Ribbon Slices, there's no slicing, waste or waiting. 
Perfect portions, accurate cost control and deluxe quality! 48 sandwich, or 
64 cheeseburger slices, per 3-Ib. loaf. 


This Man-Filler—shown below—is a club sandwich of diced corned beef, 
seasoned with Kraft Cream Style Horseradish and Miracle Whip Salad Dress- 
ing, plus Kraft Ribbon Slices. 


New Angles for Cheese: Three strips 
of melted Kraft Ribbon Slices contribute 
hearty appetite-interest to sliced ham 
on toast..Serve with tomato wedges, 
fluted cucumber slice and a squeeze- 
pack Kraft Mustard PC. 


Doubly Good is a Kraft Cheese Slice 
atop a tomato and bologna slice-on a 
toasted English muffin. Broil till cheese 
melts ... serve in pairs. Garnish plate 
with juicy-crisp Kraft cross-cut dills. 
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KRAFT PCs 


will increase your 
yl food service efficiency 


i Wherever meals are served, the customary handling of bulk 
jellies, condiments, dressings, syrups, etc., is often a serious 
source of waste. | 

A simple solution to the many problems in this area is 
Ss Kraft PCs. They greatly simplify service, and they do so with 
complete satisfaction. 

Persons eating “away from home” like the portioned con- 
venience and nicety of Kraft’s PC service. And they fully 
enjoy the Kraft quality foods in them. 

Kraft introduced PCs 8 years ago. Now there are imitators. 
But only Kraft has the red-line easy-open top. And the name 
Kraft on the packet is absolute assurance of quality. For more 
efficient use of labor-time, and better cost-control, serve 
Kraft PCs. Ask your Kraftman to show you the complete line. 


Strawberry PC 
with toast, eggs and bacon ; 


2 Ghocotate Topping 


> 
J 


Simple Portion-Control System: With Kraft PCs, you eliminate a “problem area’’— 
the-time and labor of hand portioning, inaccuracy, waste and leftover losses. PCs 
are easy to store, inventory and serve. You control portions-and costs accurately! 
Look over Kraft's PC family. You'll want to use every item that fits your menu. 


Jellies and Preserves.... Apple, Mint-Flavored Apple, Grape, Currant, Strawberry, 
Black Raspberry, Orange Marmalade, Cranberry Sauce 


Dressings______. French, Miracle Whip Salad Dressing, Mayonnaise, Tartar Sauce | | 
Syrups.____-. Maple-Flavored Syrup, Honey ‘ 
7 Te 10 trays to a carton (Syrup is 5 trays per ctn.) 


Kraft... for good food and good food ideas 
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a Orange Marmalade PC with English muffins 
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sunday | saturday “Al friday | thursday wadiiiedis tuesday | monday 


3rd WEEK EAST SPRING SELECTIVE CYCLE MENU 


(MENUS TO BE USED DURING MARCH, APRIL AND MAY) 


—prepared by Helen S. Everetts, chief dietitian, 
Presbyterian Hospital in Philadelphia. 


Danish Pastry 


breakfast noon night 
_ Blended Juice Cream of Celery Soup Fruit Punch 
or Chilled Fluffy Omelet with Eerenat pages ft (FS) 3roiled Veal Chop with Prune Garnish (FS) or Minute Steak 
> tee aa (FS) or Grilled Chopped Sirloin o Duchess Potatoes (FS) 
Oatmeal Buttered Diced Potatoes (FS) Buttered Green Beans (FS) or Harvard Beets 
or Puffed Wheat Julienne Carrots (FS) or Buttered Whole Kernel Corn Sunshine Salad with Mayonnaise or Creamy Southern. Cole Slaw 
Cereal Peach Pinwheel Salad with Mayonnaise Caramel Rice Pudding or Chilled Pear Halves in Syrup (FS) 
Soft Cooked Egg or Lettuce Wedge with French Dressing 


Frosted Cupcake (FS) or Royal Anne Cherries in Syrup 


iced Orange Juice (S) 
or Stewed Fruit 
(F) 


Far 
Shredded Wheat 
Cereal 
Bacon Strips 
Hot Biscuit with Honey 


Tomato Juice 
Hot Roast Beef Sandwich (FS) or Fruit Platter with Cottage Cheese 
Baked Potato 
Buttered anal Peas (FS) or Celery Au Jus 
_— Salad with Roquefort Dressing 
range and Coconut Salad with Mayonnaise 
Fruited Gelatin (FS) or Chilled Vanilla Pudding 


Chicken-Noodle Soup 
Roast Loin of Pork with Hot Cinnamon Applesauce (F) 
or Baked Halibut with Lemon Wedge (S) 
Scalloped Potatoes (FS) 
Spinach with Chopped Egg (FS) or Stewed Tomatoes with Baby Onions 
Carrot and Raisin Salad or Assorted Relishes 
Blueberry Crumb Pudding with Blueberry Sauce (F) or Fruit Ice (S) 


Pineapple Juice (S) 


or Orange Sections (F) | 


Whole-wheat Cereal 
or Puffed Rice Cereal 
Scrambled Eggs 


English Be Beef Broth with Barley 
alian Spa — with Meat and Mushroom Sauce and Grated Cheese (F) 
or Sliced Turkey Sandwich (S) 
Baked Crumb Noodles (S) 
Buttered Beets (S) or Broccoli Spears with Lemon Butter (Fy 
Tossed Lettuce and Tomato Salad with French Dressing 
or Banana and Chopped Nut Salad with Mayonnaise (F) 
Chilled Purple Plums in Syrup (F) or Floating Island (S) 


Apricot Nectar 

Country Fried Steak (F) or Grilled Lamb Chop (S) 

Parsleyed Buttered Potato (FS) 

Paprika Cauliflower (F) or Asparagus Spears (S) 
Combination Fruit Salad er Sliced Egg Salad with Mayonnaise 
Chocolate Sundae (FS) or Chilled Peach Halves in Syrup . 


Blended Vegetable 
Juice Cocktail (S) 
or Grapefruit 
Sections (F) 
Rice Farina 
or Ready-to-Eat 
Wheat Flake Cereal 
Poached Egg 
Raisin Toast 


Orange Juice 
Welsh Rarebit on Toast Points (FS) or Veal Rosette 
Baked Potato (FS) 
Pimiento Wax Beans (S) or Spinach with Lemon (F) 
Molded Applesauce Salad with Fruit Dressing 
or Shredded Lettuce with Chiffonade omg 
Gold Cake with White Frosting (FS) or Chilled Kadota Figs 


Coffee Bavarian Cream (FS) or Chilled Apricot Halves in Syrup 


Cream of Tomato Sou 

Ham Steak Hawaiian (F) or Braised Liver and Bacon (S) 

Whipped Potatoes (FS 

Buttered Diced Carrots (FS) or Broccoli Spears 

Pickled Beet and Asparagus Salad with French Dressing 
or Stuffed Celery Salad 


Blended Juice (S) 

or Stewed Prunes (F) 
‘Whole-wheat Cereal 

or Ready-to-Eat 


New England Clam Chowder 
Salmon and Potato Chip Casserole (F) 

or Baked Haddock with pose Wedge (S) 
Parsleyed Diced Potatoes (S) 


_ Tossed Green Salad with 


Pear Nectar 

Baked Shad with Tartar Sauce (F) or Broiled Breast of Chicken (S) 
Au Gratin Potatoes (FS) 

Buttered Garden Peas (FS) or Brussels Sprouts 

hef’s Dressing or Spiced Peach Salad 


Rice Cereal Julienne Green Beans (FS) or Whole Kernel Corn 

Soft Cooked E Grapefruit and Red a ag or Tomato Aspic Salad with Mayonnaise | Sponge Cake Stick with Powdered Sugar (FS) or Chilled Fruit Cup 
Corn Muffin wit ice Cream (F) or Sliced Banana (S) 

Apple Butter 
Chilled Orange Juice(FS) Consomme Julienne Lemonade 

or Grape Juice Grilled Hamburger on Bun (FS) Roast Beef au Jus (FS) or Bacon, Lettuce and Tomato Sandwich 
Farina or Sausage Links with Apple Fritters and Syrup Oven Browned Potato (FS 

or Bran Flake Cereal Buttered Sliced Beets (S) or Mixed Vegetables Spinach with Lemon Wedge (FS) or Scalloped Cabbage 
Poached Egg (FS) Assorted Relishes or Pear and Grated ee Salad Pineapple and Pimiento Salad or Tomato Wedge Salad with Mayonnaise 


Black and White Pudding (FS) of Green Gage Plums 


Cherry Chiffon Pie (F) or Chilled Pear Half in Syrup (S) 


Sliced Banana (FS) 
or Tomato Juice 
Oatmeal! 
or Cornflakes 
Grilled Bacon 
Butterfly Roll 


(F}—Full Diet 


(S}—Soft Diet 


Pineapple Juice 
Roast Turkey with Gravy Wi or Minute Steak 
Creamy Potatoes (FS) 
Cauliflower Polonaise (F) or Asparagus Spears (S) 
Gingerale Fruit Salad with Mayonnaise 
or Celery Hearts and Carrot Curls 
Angelfood Cake (FS) or Chilled Bing Cherries in ‘Syrup 


(FS)}—Full and Soft Diet 


Bread, butter and a choice of beverages are to be included with each meal. 


Tomato-Rice Soup 
Creamed Chipped Beef on Rusk (FS) 
or Roast Shoulder of Lamb with Mint Jelly 
Parsleyed Buttered Potato 
Glazed Whole Carrots (FS) or Baby Lima Beans 
Hearts of Lettuce with 1000 Isiand Dressing or Apricot and Prune Salad 
Chilled Grapefruit Half (F) or Vanilla ice Cream (S) 


FEBRUARY |, 


| Item, Specifications, Amounts & No. of Servings | item, Specifications, Amounts & No. of Servings | item, Specifications, Amounts & No. of Servings 
om | 
FE BEEF Halibut Steaks, 5 oz. each 7 Ibs. 20 | Romaine Y% doz. 
| Chipped Beef, Dried U.S. Good 4 Ibs. Shad 30 Ibs. 60 | Tomatoes Repacked (5x6) % lug (15 Ibs.) 
S Ground Beef U. S. Good, 5 Ib. pkg. - 40 Ibs. , Watercress Bunch % doz. 
Steer, sliced ibs. 20 POULTRY 
S | Roast, Sirloin (B.R.T.) U. S. Choice 47 Ibs. Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 75 Ibs. FROZEN FRUITS 
—= | Sirloin, Chopped U. S. Choice 10 Ibs. 40 | Fryers (Eviscerated). Grade A, 2% Ib. av. 13 Ibs. Blueberries 8 Ib. can, 5-1 sugar _—16 Ibs. 
rH | Steaks, Cubed U. S. Choice, Cherries 5-1 sugar, pitted, 
2 4 oz. each 15 ibs. 60 FRESH FRUITS 8 Ib. can 16 ibs. 
| Steoks, Bound Jonathan, 113s Grapefruit Sections Fresh, chilled, gallon. 4 gal. 
= ; Bananas Ripe 40 Ibs. Orange Juice Con., 32 oz. can 6 cans 
+ LAMB Grapefruit Seediess, 70s Y% box Orange Sections Fresh, chilled, gallon 4 gal. 
i . S. Choice, 
s 8 ibs. 20 Lemons 2% doz. FROZEN VEGETABLES 
Shoulder (B.R.T.) U. S. Good 7 Ibs. 20 Asparagus Spears, 2% Ib. pkg. 5 ibs. 30 
$ PORK Cabbage Bag 15 Ibs Beans, Green Cuts, 2% Ib. pkg. 10 ibs. 60 
S | Bacon (Sliced) 24-26-1 Ib. 18 Ibs. Oana Topped, bee 100 Ibs. Beans, Green Julienne, 2% |b. pkg. 15 Ibs. 90 
| Ham (Pullman) Ready-to-eat 20 Ibs. 60 | Celery Pascal, 30s Beans, Lima 
Loin (Boneless) Grade A, 10-12 Ibs. 20 Ibs. 60 | Celery White doz 
E Sausage Links 12-lib. - 10 Ibs. Endive Curly doz. 
= VEAL Lettuce Head, 48s 1 crate > 2% Ib. pkg. 17% Ibs. 105 
} 4 * Chop, Rib U. S. Good, 5 0z. each 19 Ibs. 60 Onions, Dry Yellow, bag 50 Ibs. Brussels Sprouts - 2% Ib. pkg. 2% Ibs. 15 
> Shoulder, Ground U. S. Good 10 Ibs. 40 | Onions, Green Bunch — 1 doz Cauliflower Buds, 2% Ib. pkg. 25 Ibs. 150 
sc Parsley Bunch 1 doz Peas 2% Ib. pkg. 25 Ibs. 150 
oo | FISH Potatoes, White Bag No. 1 400 Ibs. Spinach Chopped, 2% Ib. pkg. 35 Ibs. 210 
Haddock Fillets, skinless 5ibs. 20 | Radishes Bunch 1 doz. Vegetables, Mixed 2% Ib. pkg. 15 Ibs. 90 
THIS PAGE HAS BEEN PERFORATED FOR EASY REMOVAL 
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equipment and review 


Vacuum sterilizer (3F-1) 

Manufacturer's description: This 24 in. x 
36 in. x 60 in. bulk sterilizer per- 
mits short exposure periods for 
dense packs through the use of a 
controlled vacuum, plus automated 
cycling and a 275° F. chamber 
temperature. The electronic mech- 
anism guides the load through the 
full sterilizing cycle; the recording 


- charts need changing only once 


every two weeks, and the stainless 
steel door, with concealed locking 


> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 


items on this coupon, sign your name 


torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 


Chicago 11, Illinois. 


arms, features a compounded door 
gasket that seals the chamber com- 
pletely. American Sterilizer Co. 
Dept. H3, Erie, Pa. 


Pulmonary testing instrument 
(3F-2) 


Manufacturer's description: This device 


pulmonary 
function tests in less time than is 
ordinarily required for calculation. 
Both high-velocity tests, low- 
resistance tests and other volume 
measurements can be obtained. 


and address, clip and mail to the Edi- 


PRODUCT NEWS 


sterilizer (3F-1) 

Pulmonary testing instrument (3F-2) 
Needle sharpener (3F-3) 
food seasoning (3F-4) 
Disposable oxygen tent (3F-5) 
__—Food service unit (3F-6) 
clipboard (3F-7) 
_____Hemostat (3F-8) 


PRODUCT LITERATURE 


lay-in systems (3FL-1) 
Electric set installations (3FL-2) 
Treatment tables (3FL-3) 
Entrance manual (3FL-4) 


NAME ond TITLE... 


Filtration unit (3F-9) 
Four-way cooker (3F-10) 
Cracked ice machine (3F-11) 
___—Time-saving sterilizer (3F-12) 
Laboratory aid (3F-13) 
______ Skin thermometer (3F-14) 
spray kit (3F-15) 


____Foed warming fixtures (3FL-5) 
Surgical equipment (3FL-6) 
Ultrasonic cleaners (3FL-7) 
Control systems (3FL-8) ‘ 


(Please type or 
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print in pencil) 


New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation, 


This test system offers portability, 


double sensitivity setting, variable 


volume shift and a reversible 
timer. Jones Medical Instrument 
Co., Dept. H3, 321 S. Honore St., 
Chicago 12. 


Needle sharpener (3F-3) 
Manufacturer's description: This guaran- 


teed hypodermic needle sharpener 


can be set for four basic angles, 


has a portable AC plug-in unit, an 
application for sharpening scissors 
and an abrasive belt which can be 
easily replaced. Best Products Co., 
Dept. H3, 2620 W. Addison St., 
Chicago. 


One-meal food seasoning (3F-4) 
Manufacturer's description: Ideal for use 
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An example of Avisco Rayons in industry 


Two balls of different surgical fibers are dropped in water 


at the same time. One of them, made of Avisco rayon, 
sinks first every time. Why ? Because it ‘‘wets out”’ faster. 
Aviseo rayon not only absorbs more fluids faster, but 
it has many other advantages which commend it to the 
medical and hygienic supplier. Avisco rayon is practically 
lint-free, has a minimum of short fibers to pull out on 
swabbing. Being man-made, Avisco rayon has all the 
characteristics desirable for the ideal surgical fiber. It is 
clean with no trace of foreign particles. It does not lose 
absorbency on the shelf. And rayon is static-free, the only 
man-made fiber permitted for operating room use by 
NFPA Code for Use of Flammable Anesthetics #56. 
Avisco rayon is outstanding in the medical-hygienic field. 
For information, send in the Quick Reply Coupon at right. 


does Avisco rayon 
win the absorbency race every time ? 


RAYON 


2 QUICK REPLY COUPON 5-14 
industrial Merchandising Division | 


American Viscose Corporation 
350 Fifth Avenue, New York 1, N.Y. 


| Please contact me about Avisco Rayons for use in the 
: following application: 
| 

| 


Name 


Company 
Address 


State 


AMERICAN VISCOSE CORPORATION, 350 Fifth Avenue, New York 1, N. Y. 


FEBRUARY |, 1961, VOL. 35 


79 


| 
: 
xs 
4 
% 
= . 


in hospitals, these individually 
packaged portions of steak sauce 
contain six gm., are styled in color- 
ful foil and can also be used as a 
seasoning for ground beef and fish, 
as well as for steak. Diamond Salt 
Co., Dept. H3, St. Clair, Mich. 


Disposable oxygen tent (3F-5) 

Manufacturer's description: Designed to 
eliminate the time-consuming job 
of sterilizing oxygen tents, this 
disposable polyethylene tent fits 


most standard tent frames. Be- 
cause this tent is disposable, it 
can be a factor in reducing cross- 
infection. Mist O. Gen Equipment 
Co., Dept. H3, 2711 Adeline St., 
Oakland, Calif. 


Food service unit (3F-6) 
Manufacturer's description: Holdover 


qualities built into this cart make 


it possible to maintain both hot 


and cold temperatures for long 
periods of time. These qualities 
also permit one side of the trav 
to be exposed to refrigeration 
while the other side is exposed to 
heat. The over-all length of the 
cart is 53% in. It contains 20 trays, 
with room for a 10-oz. glass to 
stand upright on the tray. Swartz- 
baugh Mfg. Co., Dept. H3, Mur- 
freesboro, Tenn. 


Iluminated clipboard (3F-7) 
Manufacturer's description: This illumi- 


nated clipboard provides light for 
note taking, writing or reading in- 


An ounce 


of prevention 


*An ounce of Prevention is 


worth a pound of Cure.” 


To prevent infections you 


have to be sure. 


Use Diack Controls in every 
pack! 


Get back to first principles of cleanliness and sterility and is 
will control the staph problem. 


SMITH & UNDERWOOD, Royal Oak, Michigan 
Sole manufacturers of Diack Controls and Inform Centrols 


struments in inadequately lighted 
rooms. Ordinary flashlight blubs 
and size D batteries are used in 
the steel gray, hammertone lamp 
housing which is attached to the 
9 x 14% in. scratch-resistant, light 


gray, plastic masonite clipboard. 


Clay-Adams, Inc., Dept. H3, 141 E. | 
25th St., N.Y. 


Hemostat (3F-8) 

Manufacturer's description: This oxidized, 
regenerated, cellulose hemostat 
provides chemical and biological | 
uniformity for the control of 
hemorrhage. Available in two 


forms of knitted fabric and carded 
fiber, the hemostats do not depend 
on the normal clotting mechanism 
or require thrombin to effect hemo- 
stasis. Johnson & Johnson, Hospi- 
tal Div., Dept. H3, New Brunswick, 
N.J. 


Filtration unit (3F-9) 

Manufacturer's description: These two 3.5 
liter filter tanks can be run simul- 
taneously or independently at 
pressures up to 80 psi, with the 
pressure being supplied from a lab- 
oratory air supply line, bottled gas 
or a separate compressor. Made of 
stainless steel, the filter requires 
15 in. x 22 in. of surface area, has 
a mercury switch that shuts off air 
pressure and operates on regular 
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capacity (per 24 hrs.), in single or and store hypodermic needles and 
multiple units for use with am- syringes. It is possible to sterilize 
monia or Freon, the unit requires 100 needles at one time, completely 
8 x 9 x 8 ft. for a 30-ton unit. It sealed for months of sterile pro- 
has relay, solenoid and timer con- tection with a minimum of effort 
trols, requires no refrigerant seals 
and is completely rust free. Chica- 
go Stock Yards Turbo Refrigerat- 
ing Co., Dept. H3, 7 Dexter Pk. 
Ave., Chicago, 9. 


Time-saving sterilizer (3F-12) 

| Manufacturer's description: This system 
~ affords a modern way to sterilize 
115 volt, 60 cycle, A.C. power sup- 

ply. Spincraft, Inc., Dept. H3, 4122 
W. State St., Milwaukee 8. 


Four-way cooker (3F-10) 
Manufacturer's description: This patented, 


stainless steel, four-way cooker 


contains a sensitive thermostat 

calibrated in the 300 to 400° F. qpae 

range. The single gas supply aids | . 

in efficiently preparing foods by 3 
hospital 
engineers 


frying, broiling, grilling and boil- 

ing. Cecilware-Commodore Prod- 
ucts Corp., Dept. H3, 43-05 20th 
Ave., Long Island City 5, N.Y. 


—PARTICIPATION 
Cracked ice machine (3F-11) —INFORMATION 
Manufacturer's description: A method of 

——ASSISTANCE 


producing cracked ice which elimi- 
nates cube and flaked ice is made 
possible by this machine, which 
produces cracked ice in nonuni- 
form shapes averaging % in. to 
1-1% in. x % in. thick in 20 to 
40 mins. Available in 1 to 200 ton 


Personal Membership Department for Hospital Engineers 
American Hospital Association 

840 North Lake Shore Drive 

Chicago 11, Illinois 


ee eee & 


Yes, | am interested in learning more about personal mem- 
bership! Please send me your folder describing the advantages | 
of membership. 7 


city "zene state 
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and time. The technique, using 
B-D “Steritubes” allows 70 2-cc 
syringes, with or without needles, 
to be sterilized at one time. A com- 
panion receiving unit can be used 
for collecting used needles, tubes 
and caps separately to be washed 
in detergent and reprocessed. 
Steril-Rite, Inc., Dept. H3, 821 N. 
Columbia, P. O. Box 452, Lake 
City, Fla. 


Laboratory aid (3F-13) 
Manvfacturer’s description: This diagnos- 
tic aid for determining occult blood 


in body fluids is now available in. 


a laboratory size. Each package 
contains three 10-ml. plastic dis- 
penser bottles, a 300-in. roll of 
guaiac-impregnated test paper, can 
be used for a minimum of 300 tests 
and serves as a test paper dis- 


a 


penser. Schieffelin & Co., Dept. 
H3, 30 Cooper Sq., New York 3. 


Skin thermometer (3F-14) 

Manufacturer's description: This ther- 
mometer, which gives readings in 
10 to 15 seconds, is designed for 
diagnosing certain conditions, such 
as disturbed circulation, innerva- 
tion of the extremities or other 
superficial areas. Having a long, 
“thin bulb, the 60° to 120° F. range 
thermometer is 6% in. long and 
has a clip-on carrying case. Cary 


SAFETY ALARM SYSTEM 


"JE 


. and a light flashes to alert 


Ail y Should the temperature of 
the Blood Bank fall or rise 

yw dangerously, a bell rings 
hospital personnel. Alarm 


signal may be installed at a remote location 
if desired. Standard on all cylindrical and 
counter-top models. 


AUTOMATIC DUAL CONTROLS 


Should the temperature 
control that cycles the 
unit fail to open, the sec- 
- 4 ond control AUTOMAT- 

ICALLY operates the 


Blood Bank within safe limits until the con- 
trol is made operative again. Standard on all 
cylindrical and counter-top models. 


TEMPERATURE RECORDER 


7-day, spring-wound re- 
corder gives permanent, 
continuous record of blood 
, temperatures on 8-inch, 
easy-to-read charts. In the 


event of fluctuation due to power failure, 
etc., pathologist can determine usefulness of 
blood affected. Hospital has accurate record 
to answer technical or legal questions. 
Optional on all cylindrical and counter-top 
models. 


ILLUSTRATED LITERATURE 


... describing many additional features such as adjustable, revolving 
shelves free on request. You will also receive our new brochure showing 
Mortuary, Biological, and Milk Formula Refrigerators, Cracked Ice Bins 
and Autopsy Tables. Specify booklet No. 759B. 


MANUFACTURERS 
OF REFRIGERATORS 
OF EVERY TYPE 
FOR INSTITUTIONS 
Since 1849 


REFRIGERATOR CoO., INC. 
6 LETCHWORTH STREET 
BUFFALO 13, NEW YORK 


Thermometer Co., Dept. H3, 100 W. 
42nd St., New York. 


Medical spray kit (3F-15) 

Manvfacturer’s description: A wire-rack 
carrying kit, containing seven me- 
dicinal sprays, is now available to 
hospitals. This kit contains spray- 


. band, skin-freeze, tincture of ben- 


zoin, aerosol merthiolate, instru- 
care, ad-hese-away and clean-air. 
Schuco Inds., Inc., Div. of Schueler 
& Co., Dept. H3, 75 Cliff St., New 
York 38. 


SEE COUPON PAGE 78 


Acoustical lay-in systems (3FL-1)— 
An illustrated, 12-page, color book- 
let describing a new fire-protective, 
acoustical lay-in system and fea- 
turing complete specifications for 
2 x 4 ft. panels is now available. 
The illustrated panels are capable 
of withstanding heat, fit into an 
exposed grid system and can be 
lifted out to permit access to 
plumbing lines, air conditioning > 
ducts and other concealed utili- 
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ties. Armstrong Cork Co., Dept. 


H3, Lancaster, Pa. 


Electric set installations (3FL-2)— 
This 8-page bulletin illustrates 


and describes a complete line of. 


diesel electric sets. Included are 
switchgear, generators and engines 
for hospital use, with standby or 
continuous, portable or stationary, 
-manual or automatic accessories 
and motors. Allis-Chalmers Mfg. 
Co., Engine Handling Div., Dept. 
H3, Box 512, Milwaukee 1, Wis. 


Treatment tables (3FL-3)—This 4- 
page bulletin lists descriptive ma- 
terial on such items as enclosed 
cabinets, enclosed cabinets with 
sliding doors, adjustable head rests, 
sliding arm boards, color finishings 
and other features. W. R. Haus- 
mann Woodwork, Inc., Dept. H3, 
1545-47. Inwood Ave., New York 
52. 


Entrance manual (3FL-4)—The 
care, cleaning, restoration and 
preservation of materials used in 
entrances and auxiliary connecting 
work and methods for preserving 
and maintaining stainless steel, 
aluminum, bronze and wood are 


explained in this manual. Included | 


in the manual is a section dealing 
with instructions for the proper 
lubrication, cleaning and step-by- 
step adjustment and resetting of 
revolving door mechanisms and 
controls. International Steel Co., 
Dept. H3, 1321 Edgar St., Evans- 
ville 7, Ind. 


Food warming fixtures (3FL-5)— 
This color piece describes a new 
concept in warming food based 
upon rectangular, chain link or 
frame-suspended, infra-red heat- 
ing fixtures over the food serving 
or handling operation, thus making 
dangerous bulb handling unneces- 
sary. Apextro Products Co., Dept. 
H3, 1821 N. Eastlake Ave., Los 
Angeles 31. 


Surgical equipment (3FL-6)—In ad- 7 


dition to providing facts on con- 
struction features of surgical units, 
this catalogue gives advice on the 
general subject of equipment con- 
struction. It suggests all stainless 
steel construction in heavy gauges 
for flat sections; solid stainless steel 
rod instead of tubing for footrests; 
all welded construction instead of 
bolted; stainless steel instead of 
malleable iron; electrically con- 
VOL. 35 
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ductive materials for seats, leg tips; 
etc., and proper finish of the -stain- 
less steel to eliminate corrosion and 
pitting. S. Blickman, Inc., Dept. H3, 
536 Gregory Ave., Weehawken, 
N.J. 


Ultrasonic cleaners (3FL-7)—Con- 
tained in this brochure is informa- 


tion on an ultrasonic cleaner which: 


cleans glassware and instruments 
in as short a time as 2 min. This 
descriptive literature also gives a 
detailed analysis of the cleaner’s 
capability in removing blood and 


other stains from instruments such 
as hypodermic needles, etc. Bran- 
son Co., Dept. H3, Stamford, Conn. | 


Control systems (3FL-8)—Two 
automatic wave analysis systems, a 
cross-spectral analyzer and a two- 
channel analyzer for transfer func- 
tion plotting, are described in a 
16-page brochure which includes 
complete specifications, charts, 
formulas and available options. 
Minneapolis-Honeywell, Ind. Sys- 
tems Dv., Dept. H3, 10721 Hanna 
St., Beltsville, Md. 
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Materials management 


PROCUREMENT AND MATERIALS MAN- 
AGEMENT FOR HOSPITALS. Rex H. 
Gregor and Harold C. Mickey. 
Springfield, Ill., Charles C. Thomas, 
1960. 159 pp. $7.50. 


This little volume should be of 
interest to anyone wanting (1) 
basic information about operating 
a hospital purchasing department 
and (2) criteria for buying a few 
common items. The authors tele- 
scope their practical experience 
into an easy-to-read 103 pages of 
text in selected areas of purchas- 
ing, but do not develop the full 
scope of materials management as 
the title implies. 

The first chapter defines ma- 
terials management and outlines 


. suggested functions and policies of 


the purchasing department. This is 
followed by comments on public 
relations aspects of purchasing. 
Next is a chapter on legal aspects 
of purchasing, including a section 
on fair trade laws, concisely pre- 
senting helpful information, which 
alone warrants the price of the 
book. 

Detailed operations of the pur- 
chasing department are outlined 
in chapters on requests for quota- 
tions, the purchase order and sev- 
eral aspects of inventory control. 
Forms used in the purchasing de- 
partment are illustrated. 

Four chapters are devoted to the 
specifics of buying and caring for 
surgical instruments, hospital bed- 
ding, fresh produce and canned 
fruits and vegetables. The informa- 
tion on food purchasing can also 
be found in available manuals, but 
the discussions on bedding and in- 
struments add to the literature. 

A final chapter on equipping a 
new hospital outlines the general 
procedure followed in meeting 
Hill-Burton requirements. Then, 
beginning on page 106, there is a 
50-page surgical instrument list of 
such limited value that the space 
could better have been used for 
developing a dozen other aspects of 
purchasing. 

Although this book is limited in 
size and scope, it presents useful 
information for addition to a book- 
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book nevitws 


shelf rather bare of good purchas- 
ing literature.—FRANKLIN D. CARR, 
administrator, Detroit (Mich.) Me- 
morial Hospital. 


A romance of medicine 


AN EXPERIMENT IN MEDICINE: THE 
First TWENTY YEARS OF THE PRATT 
CLINIC AND THE NEW ENGLAND CEN- 
TER HOSPITAL OF BOSTON. Joseph 
E. Garland. Cambridge, Mass., 
Riverside Press, 1960. 107 pp. Lim- 
ited free distribution from Pratt 
Diagnostic Clinic—New England 


Center Hospital, Boston 11, Mass. 


This is an excellent history of 
the development of the Pratt Clinic 
in Boston. This clinic was the focal 
point of a new approach to hospital 
and medical care on a regional 
basis, which now involves 61 New 
England hospitals. The Pratt 
Clinic-New England Center Hos- 
pital, with its regional concept of 
medical and hospital care through 
cooperative professional relation- 
ships among hospitals, had its be- 
ginning in the late 1920’s. 

Joseph Hursey Pratt, M.D., a 
native of Massachusetts, became 
interested in this concept of medi- 
cal care and education through his 
professional contacts with John G. 
Gehring, M.D., of Cleveland. Dr. 
Gehring had a successful practice 
in the field of psychotherapy at 
the time, and among his patients 
was William Bingham II, a mem- 
ber of a wealthy Cleveland family. 

Dr. Gehring and Mr. Bingham 
both moved to New England, ap- 
parently for health reasons, and 
there Dr. Pratt, Dr. Gehring and 
Mr. Bingham founded what later 
became the Pratt Clinic. After Dr. 
Gehring’s death in 1932, the two 
remaining founders brought Sam- 
uel Proger, M.D., a graduate of 
Emory University, into the organi- 
zation. 

These three—Pratt, Bingham 
and Proger—provided the /ideas, 
financing and cultivation ®n which 
the clinic was developed. Dr, Pratt 
was the “idea” man, Mr. Bingham 
was the philanthropist—financing 
the clinic through the Bingham 
Associates Fund—and Dr. Proger 


also: 
A romance of medicin 


was the administrator and culti- 
vator of the program. 

_. The basic plan was that if better 
medical care was to be provided 
for the people of Maine, it would 
be necessary to help the physicians 
to provide this care by sending 
help to them in their home com- 
munities rather than by referring 
patients to specialists in Boston or 
elsewhere. Rural practitioners suf- 
fered the penalties of isolation, but 
needed stimulating contacts with 
city physicians to maintain their 
standards of practice and to keep 
abreast of progress in medicine. 
The 50-bed Rumford Commun- 
ity Hospital in western Maine, 
serving a population of 40,000 and 
located 200 miles from Boston, was 
selected as the first satellite hospi- | 
tal in the experiment. 

In the fall of 1932, Dr. Pratt 
sent 10 of his assistants, under Dr. 


_Proger’s direction, to Rumford to 


give 10 monthly clinics on various 
aspects of medical progress and 
techniques for the benefit of the 
local doctors. The lack of para- 
medical or supporting services, 
such as clinical laboratories and 
facilities for pathology and ra- 
diology, was discovered, so these 


_ services were established in the 


smaller hospitals. An arrangement 
was made to send puzzling x-ray 
films and tissue specimens to Bos- 
ton for interpretation and patho- 
logical examination. Pathological 
conferences also were held in 
Rumford for the benefit of Oxford 
County doctors. The service was 
noncompetitive and the Maine doc- 
tors appreciated it. | 
From this beginning, a program 
developed requiring the expansion 
of the New England Center Hos- 
pital and the Pratt Clinic, which 


- also resulted in its present rela- 


tionship to Tufts Medical School. 
This volume is a romance of 
medicine and money, which indi- 
cates what a group of dedicated 
men can do to improve medical care 
in a region.—MARSHALL I. PICKENS, 
director, the Duke Endowment. 
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personnel changes 


@ Ralph R. Betts has been appointed administrator of 
Mary McClellan Hospital, Cambridge, N.Y. He for- 
merly was administrator of Kerbs Memorial Hospital, 
St. Albans, Vt. He served as president of the Vermont 
Hospital Association in 1959, and is a member of 
the American College of Hospital Administrators. 


@ Lawrence P. Bowser, M.D., has been appointed super- 
intendent of the Department of Mental Health, 
Commonwealth of Massachusetts. He was formerly 
assistant superintendent at the Walter E. Fernald 
State School, Waverly, Mass. He received his medical 
degree from Tufts College and is certified by the 
American Psychiatric Association as a mental hospi- 
tal administrator. 


@ Lawrence Brett has been named the administrator of 
North Miami General Hospital, which is presently un- 
der construction in Miami Beach, Fla. Mr. Brett was 
formerly superintendent of Bethesda Hospital, Cin- 
cinnati, and is a past president of the Cincinnati Hos- 
pital Council. James H. Moss, former administrator of 
Riverside Hospital, Toledo, Ohio, has been appointed 
to succeed Mr. Brett at Bethesda Hospital. Mr. Moss 
is a graduate of the program-in hospital administra~ 
tion at Northwestern University. 


@ Alan W. Chadwick has been appointed manager of the . 


Veterans Administration Center, Hot Springs, S.Dak. 
He previously served as assistant manager of the VA 
hospitals in Newington and West Haven, Conn. 


@ Willis C. Cobb has been appointed assistant adminis- 
trator of Mercy Hospital of Laredo, Tex. Mr. Cobb 
has been purchasing agent and general business man- 
ager of the hospital for the past six years. 


@ Francis G. Connelly has been appointed assistant ad- 
ministrator of Saint Mary’s Hospital, Milwaukee. Mr. 
Connelly has been personnel direc- 
tor of the hospital since 1954. 


@ Maj. Richard H. Dorsett, U.S. Army 
Medical Service Corps (retired), 
has assumed duties as adminis- 
trator of Gunnison (Colo.) Com- 
munity Hospital. Major Dorsett 
was formerly administrator of Cas- 
tro County Hospital, Dimmitt, Tex., 
and is a graduate of the Army’s 
hospital administration course. _ 


MR. CONNELLY 


@ Raymond W. Leitner (see Morris item). 


@ Stephen M. Morris has been appointed administrator 
of Good Samaritan Hospital, Phoenix, Ariz. He was 
formerly assistant administrator under -the late Guy 
Hanner. Mr. Morris is a graduate of the course in 
-hospital administration at Washington University in 
St. Louis, and has served at Good Samaritan Hospital 
since 1953. Richard E. Sandford has been appointed as- 
sistant administrator at Good Samaritan Hospital. He 
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was previously administrative assistant there, and is 
a graduate of the course in hospital administration — 
at the University of California. Raymond W. Leitner is 
now assistant administrator at Good Samaritan Hos- 
pital after serving as administrative assistant since 
July 1959. 

Ben Tobias has been appointed associate administra- 
tor at Good Samaritan Hospital. He is a graduate of 
the Washington University course in hospital admin- 
istration, and has been an administrative assistant and 
assistant administrator at Good Samaritan Hospital. 


@ James H. Moss (see Brett item). 


@ Haynes Rice Jr. has been appointed administrator of 
the United Presbyterian Jubilee Hospital, Henderson, 
N.C. He is a graduate of West Virginia State College- 
Institute and the course in hospital administration at 
the University of Chicago. He was previously admin- 
istrator of the Kate Bitting Reynolds Memorial Hos- 
pital, Winston Salem, N.C. 


@ Richard E. Sandford (see Morris item). 
@ Ben Tobias (see Morris item). 


@ John J. Whalen has been appointed manager of 
Veterans Administration Hospital, Sunmount, N.Y. 
He was formerly assistant manager of the Canan- 
daigua Veterans Administration Hospital, Canan- 
daigua, N.Y. Between 1949 and 1956 he served as 
assistant manager at three different VA hospitals. 


Deaths 


Mabel Davies, administrator of the Beekman-Down- 
town Hospital in New York City until her retirement 
in 1955, died Dec. 19, 1960, at Cro- 
ton-on-Hudson, N.Y. 

Miss Davies, who was born in 
London, was well known in the 
hospital field for her professional, 
administrative and humanitarian 
achievements. She graduated in 
1915 from the Presbyterian Hos- 
pital School of Nursing in New 
York, and in 1916 served with the 
American Ambulance Station at 
Juilly, France. Later she held ex- 
ecutive nursing posts at war hos- 
pitals in France. She received the highest awards 
given by the British, French and American gov- 
ernments. 

_In 1925 Miss Davies became superintendent of the 
Beekman Street Hospital, New York. During the 1930’s 
Miss Davies served as assistant to the deputy admin- 
istrator of the New York area Civil Works Adminis- 
tration, and during World War II she was a member 
of the Procurement and Assignment Service for Nurses 
of the War Manpower Commission. Under her leader- 
ship the new Beekman-Downtown Hospital was 
opened in 1953. 


MISS DAVIES 
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THE LAW IN BRIEF 


Immunity: Courts in Search of a Rationale 


Sovereign immunity from liability for negligence 
generally has been applied to county hospitals. In 
spite of some contrary decisions which might have 
indicated a trend towards county liability, a number 
of recent court decisions have continued recognition 
of the county’s specially protected status. 

The Supreme Court of Wyoming considered whether 
counties are subject to tort liability and, if not gen- 
erally so, whether operating a hospital is a proprietary 
activity which would not be protected by sovereign 
immunity. The plaintiff contended that even if coun- 
ties are not subject to tort liability in their govern- 
mental capacities, a hospital is more like a municipal 
function than a state agency, and that a county should 
be no more protected from liability than a city would 
be, for example, in operating a water works. 

The court concluded that a majority of states still 
consider county hospitals to be a governmental func- 
tion and not a business venture, thus giving rise to 
immunity from liability for negligence of hospital 
employees. Preferring to join the majority, the Wyo- 
ming jurists added: 

“We are aware of the inequities which often 
arise by reason of the rule of governmental im- . 
munity from tort liability, and we-are also cog- 
nizant of the fact that such inequities tend to be 
more numerous with increased governmental 
activities. Nevertheless, the rule by which state 
agencies are immune from tort liability while 
acting in a governmental capacity is so well 
established in this state that any change must be 
effected by the people through legislative action 
rather than by the courts.” 

Bondurant v. Memorial Hospital of Converse County, 
11 CCH Negl. Cases 2d 653 (Wyo., 1960). 

The Ohio Constitution allows suits against the state 
as provided by law. In the absence of specific legis- 
lation, however, counties continue to enjoy traditional 
- sovereign immunity. The injured plaintiff in Schaffer 
v. Franklin County Veterans Memorial, 11 CCH Negl. 
Cases 2d 648 (Ohio, 1960) tried to convince the court 
that counties and cities should be treated alike, for 
tort liability purposes, as if both were municipal 
corporations. The opinion explains that counties are 
mere subdivisions of a state, reflecting sovereign 
authority, but cities are created for local purposes 
and are distinct corporate bodies. Unless there is a 
‘statute authorizing negligence actions against coun- 
ties, no such litigation may be entertained by the 
courts of Ohio. 


This material is not legal advice. The information on this page should not be 
used to resolve legal! problems. For advice on such problems a hospital should 
consult a member of the local bar. 


Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


SETTING BACK THE CLOCK 


A statutory grant of immunity to a county or other 
governmental unit may not be as extensive as it ap- 
pears. A park district in Illinois discovered that in spite 
of a recent act of the legislature purporting to restore 
governmental immunity from tort liability, the park 
district was liable to the extent of its liability insur- 
ance coverage. Traditionally, park districts, as well 
as charitable hospitals, had been liable only to the. 
extent of their insurance protection. Then came a 
court decision eliminating the immunity of certain 
governmental units, such as schoolboards, hospital 
districts and park districts. The legislature subse- 
quently restored the immunity to specified govern- 
mental entities. A state appellate court has since ruled 
that as a result, the previous legal condition prevails 
and the insurance exception has been reinstated. Now 
park districts, counties and similar creations of the 
state do- not have the defense of immunity where 


- liability insurance covers the claimed damages. Lyn- 
wood v. Decatur Park District, 11 CCH Negl. Cases 


2d 841 (Ill. App., 1960). 

The Colorado Supreme Court explained the concept 
of charitable immunity applicable in that state in the 
course of its opinion in Michard v. Myron Stratton 
Home, 355 P 2d 1078 (Colo., 1960). The Colorado rule 


‘does not bar the bringing of a negligence action 


against a charitable institution nor does it prevent 


a. judgment against the charity. What is precluded 


is the levying of an execution against the charity 
under such a judgment. Insurance proceeds may be 
reached, however, since they do not constitute “trust 
funds” of the charity. 


VARIETY, SPICE OF LAW 


The law of Tennessee is similar, and this is proba- 
bly the situation under the statute adopted in Kansas 
in 1959 and applicable to nonprofit hospitals. Hence, 
in Colorado, Tennessee and Kansas, charitable hospi- 
tals are liable for negligence, but their “trust fund” 
assets may not be depleted to satisfy a judgment. In 
Illinois, the plea of charitable immunity is a defense 
and in the absence of nontrust assets, such as insur- 
ance, it would be expected to prevent the rendering 
of a judgment against a charitable institution as 
defendant. 

The law of charitable immunity among the several 
states would appear to be as varied as it ever has 
been. For instance, an appellate court in Ohio ab- 
solved The Salvation Army of liability, assuming the 
defendant to be a charity. The Red Shield Lodge, 
operated by The Salvation Army, did not charge full 
costs to its patrons. The court distinguished this situ- 
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ation from that of nonprofit hospitals, saying: 
“The holding that a charitable hospital is no 

longer immune from suit by beneficiaries of its 
services applies only to hospitals and not to other 
charitable institutions. The distinction is based on 
Supreme Court’s judicial notice of the fact that 
hospital patients pay substantially the total cost 
of their hospitalization. Other organizations of a 
charitable nature which charge fees of their 
‘beneficiaries for certain services do not lose their 
immunity status because the fee is only a nominal 
charge and in no way total compensation for the 
service rendered.” (Italics supplied) Bell v. Sal- 
vation Army, 11 CCH Negl. Cases 2d 1083 (Ohio 
App., 1960). 

So the Ohio jurists acknowledge that hospitals in that 

state have lost charitable immunity, while other 

charities still retain theirs, because hospitals have 

been charging patients virtually at a cost level. 


Intern Not a Dependent 


Those who believe that teaching hospitals should 
be recognized as educational institutions received a 
setback—albeit more apparent than real—in a recent 
decision of the United States Tax Court. Bayley v. 
Commissioner, 29 USLW 2227 (1960). The parents of 
an intern were denied a federal income tax exemption 
for their son as a dependent, on the ground that he 
was not a student at an “educational institution” as 
defined in the Internal Revenue Code. To qualify, an 
institution must maintain a regular faculty and cur- 
riculum and must have an organized student body in 
attendance. 

The case illustrates a difficulty frequently en- 
countered in litigation, that adequate development 
and proof of the facts would cost more than the case 
is worth. In the absence of what it deemed adequate 
evidence to the contrary, the court accepted the Com- 
missioner’s view that an internship is nothing more 
than on-the-job training. The record showed that the 
hospital in question was the teaching hospital of the 
University of Miami School of Medicine, and that the 
medical school faculty was responsible for training 
of the interns, but these facts failed to convince the 
court either that the hospital “normally maintains a 
regular faculty and curriculum,” or that it “normally 
has a regularly organized body of students in attend- 
ance,” or that it carries on “‘educational activities” for 
its interns. 


1S A HOSPITAL A SCHOOL? 


It seems evident, and probably the court did not 
mean to deny, that a hospital can ‘“‘maintain” a 
faculty as readily by a group arrangement with a 
medical school as by separate arrangements with in- 
dividual teachers. Apart from this point, the issues 
presented were issues of fact, and the difficulty was 
the want of proof. The principal teaching of-the case 
is that a hospital which seeks an educational classi- 
fication under the Internal Revenue Code should 
expect nothing to be taken for granted, and should 
spell out its educational activities in all their details. 
There can be little doubt that many teaching hospitals © 
are in fact “educational institutions” as defined in 
the Code. 
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Kennedy Health Task Force Report Released 


Health care for the aged remains a top policy issue 
as the new administration takes over in Washington. 
The Kennedy presidential victory had presaged this, 
since one of his major campaign points had been his 
promise to press for the social security approach in 
the financing of health care for the aged. The issue 
was further highlighted by the release of the Ken- 
nedy nea task force report just 10 days before 
Inauguration Day as the White House Conference on 
Aging was meeting in Washington. 

_ There had been prior speculation that Mr. Kennedy 
would, with the release of this particular task force 
report, announce his endorsement of at least some of 
its recommendations and possibly confirm their incor- 
poration in aged care legislation to be backed by his 
administration in Congress. Prof. Wilbur Cohen, Uni- 
versity of Michigan social security expert who headed 
the health task force, told newsmen that the President 


was enthusiastic about the report. However, Gov. 


Abraham Ribicoff, Secretary-designate of Health, 


Education, and Welfare, at a joint press conference 
with Professor Cohen, said that, like all the other 
Kennedy task force reports, this one was in no way 
binding on the President. 

Although the aged health care plan was the news 
highlight of the report, several other vital recom- 
mendations were included. One calls for a $115 mil- 
lion program for building and renovating hospitals 
and other facilities to handle the increase anticipated 
from the proposed health insurance plan. Also rec- 
ommended is a three-pronged approach to achieving 
an increase in health and medical personnel. Federal 
funds, estimated at between $70 and $90 million the 
first year, would support and expand education in 
the health field, build new educational facilities and 
provide scholarships and fellowships for students in 
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the health field. Other proposals call for a $30 million 
medical research program including grants for build- 
ing more research facilities; an expanded program of 
aid to dependent children; broadening of the social 
security program; broadening of the unemployment 
insurance system, and expansion of the present public 
assistance program. 

The aged health insurance program outlined in the 
report calls for matching social security payments by 
both employee and employer of one-fourth of one 


_ per cent each. It is estimated it would cover 14.5 mil- 


lion people at an annual cost of $1 billion. The social 
security deductions would rise to eight-tenths of one 
per cent in the next few years and the cost would 
go to $2 billion after 10 years. 

The Cohen program provides for hospital and 
nursing home care; it does not cover doctor bills, 
either at home or in the hospital. Its age limits are 
lower than'those set in the Anderson (Sen. Clinton 


Anderson, D-N.Mex.) aged care bill supported by : 


Mr. Kennedy last summer and narrowly defeated. It 
lowers the age for men from 68 to 65, and for women, 
to 62. Widows, orphans and the disabled now receiv- 
ing social security would be covered. 
Meanwhile, Sen. Pat McNamara (D-Mich.), chair- 
man of the Senate Subcommittee on Problems of the 
Aged and Aging and sponsor of his own social 
security-financed care bill in the last Congress, has 
already introduced a new bill this year—S.65. In addi- 
tion to providing health coverage under social security 
for men aged 65 and over and women aged 62 and 


over, it proposes a new provision to the Social Security 
Act to extend coverage to persons not under social 
security. This would be done through establishment 
of a federal medical insurance trust fund. : 


Measures Recommended 
At Hill-Burton Conference 


Certain vital measures in the hospital field were 
recommended in Washington early in January at the 
annual conference of the Surgeon General with state 
hospital and medical facilities survey and construc- 
tion authorities. No action had been taken on the 
recommendations by mid-January, but prospects 
were reasonable for their consideration. 

Under one, it was proposed that the Surgeon 
General recommend federal legislation which would, 
in part, provide: (1) financial assistance to the 
several states on a continuing basis to survey the 
need for modernization, replacement, expansion and 
construction of new facilities and for the provision 
of consultation and assistance to local planning 
agencies in the development and implementation of 
local plans for hospital and medical facilities; and 
(2) financial assistance in the form of special project 
grants for local planning bodies on a continuing 
basis to develop and implement comprehensive and 


- coordinated plans for medical care facilities and 


services in those communities or regional areas, after 
approval of the state Hill-Burton authorities. 


; 
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Oklahoma Hospital Association Adopts : 


Uniform Principles of Charging for Care 


A new system of determining hospital charges became effective in 
approximately 30 Oklahoma hospitals on Jan. 1, 1961. The system, agreed 
to by the member hospitals of the Oklahoma Hospital Association (OHA), 
is similar to the program of Guiding Principles for Hospitals launched 
18 months ago by the Hospital Council of Southern California. Evalua- 


tion of the California program 
proved it beneficial to hospital sys- 
tems and public understanding of 
hospital costs. 

The Oklahoma plan is an out- 
growth of almost nine years of 
study and two years of intensive 
study. In 1951 the association be- 
gan looking for a more equitable 


way of dealing with Blue Cross 


and other third party payors of 
health care, and also for a more 


understandable accounting system 


for the public. A special committee 
was appointed, a full-time ac- 
counting specialist was hired and 
state-wide institutes were held. 

A survey of hospital charges in 
Oklahoma—which took into con- 
sideration such items as size of 
hospital, facilities, medical school 
affiliation, accreditation, type of lo- 
cality and section of state—showed 
little similarity of method of de- 
ciding charges. 

In July 1959, a committee was 
appointed for the purpose of set- 
ting up a program of relating 
charges to cost, and from its find- 
ings emerged the “Uniform Prin- 
ciples Of Charging For Hospital 
Care.” These have recently been 
_ issued by the association in a 
booklet which explains how the 
system works. 

Benny Carlisle, president of the 
OHA, pointed out when the plan 
was first explained that a uniform 
principle of charging does not mean 
that all hospitals will charge the 
same rates, but that each hospital 
will follow the same principles of 
relating charges to cost, and will 
uniformly define the services in- 
cluded in the various departments. 

Briefly, the uniform principles 
of charging for hospital care in- 
clude the following: 


General Hospital Services— 


Hospital. services ordered by the 
attending physician or _ resulting 
from routine procedure shall be 
charged to the patient; personal 
services, such as telephone calls, 
‘will be charged separately on the 
patient’s account. 
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@ Daily Hospital Service—An 
amount for daily hospital service 
shall be charged each inpatient. 


This includes routine service of the 


hospital, routine drugs and use of 
the hospital’s equipment. 7 

@ Medicines and Drugs—The 
charge for nonroutine drugs shall 
cover the cost plus such items as 
the services of personnel and over- 
head expense. 

® Medical and Surgical Service 
—Central service charges include 
the cost of the supplies and the 
cost of preparing, handling and 
storing them. 

@ Operating Room Service— 
Charges shall be based upon the 
length of time the patient is in the 
operating room, upon the number 


of personnel involved and upon the 
type of operation procedure re- 
quired. Special charges will be 
made for nonroutine supplies and 
services. 

@ Delivery Room and Labor 
Room Service—Charges shall not 
be based upon the length of time 
used but shall be a flat_rate charge 
based on services of personnel, use 
of equipment and linen. Separate 
charges shall be made for cost and 
administration of anesthetics. 

@ Professional Services—X-ray, 
physical medicine, laboratory, 
electroencephalography, elec- 
trocardiology, anesthesia service, 
etc., are professional departments 
and the fee shall be based upon the 
cost of supplies, equipment, per- 
sonnel and a portion of the over- 
head expense. 

@ Blood Transfusion Service— 
The supplying of blood to patients 
is a service and not a sale. A re- 
sponsibility fee deposit may be re- 
quested to assure the replacement 
of blood. If a deposit is required, 
the full amount of the deposit will 
be refunded when the blood is -~ 
placed. 


VOLUNTARY, MUNICIPAL HOSPITALS— 


Proposals to End Staffing, Financial Crises 
Stem From New York Hospital Council Study 


A proposal stating that many isolated municipal hospitals in New York 


City should be closed as rapidly as voluntary or teaching municipal hos- 


pitals can assume more responsibility is one of several growing out of a 
study of the roles of municipal and voluntary hospitals in the city. 
The study, made by the Hospital Council of Greater New York, and 


directed by Herbert E. Klarman, 
M.D., associate director of the 
council, was made in an effort to 
define conditions under which mu- 
nicipal and voluntary hospital sys- 
tems might cooperate most effec- 
tively in meeting common goals 
and crises. 

~The results. of the four-year 
study show that both hospital sys- 
tems are facing a crisis involving 
inadequate financing and staffing, 
and that these elements are found 
in varying degrees in both systems. 


MUNICIPAL HOSPITALS 


According to the report, the qual- 
ity of care provided in municipal 


hospitals is seriously threatened by 


staffing inadequacies. The hospital 


council believes that the staffing 


problems of a number of municipal 
hospitals cannot be corrected to a 
degree that will assure adequate 
patient care in the future. If the 
problem is to be met the council 
recommends that: “The number 
of municipal hospitals unaffiliated 
with medical schools or major vol- 
untary teaching hospitals should 
be reduced in order to raise the 
quality of care in the municipal 
hospital system.” 

In order to carry out this recom- 
mendation the following steps are 
proposed: 

1. Many isolated municipal hos- 
pitals should be closed as rapidly 
as voluntary or teaching municipal 
hospitals can assume their respon- 
sibilities. (Continued on page 94) 
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2. In those major municipal hos- 
- pitals without medical schools that 
are not closed, vigorous efforts 
should be made to improve man- 
agement, maintenance and staffing; 
an affiliation with a medical school 
or voluntary hospital should be 
arranged; or the hospital should 
be leased to a voluntary nonprofit 
group to be operated as a volun- 
tary hospital caring for patients of 
all economic groups. 

3. A new state medical school 
should be established in New York 
City, and become associated with 
one of the city’s colleges and a 
municipal hospital. 


VOLUNTARY HOSPITALS 


The study results show that many 
of the voluntary hospitals have 
serious staffing problems, which it 
is believed will continue and prob- 
ably worsen, at least temporarily. 
According to the council, however, 
the real problem is a financial one, 
involving both current operations 
and capital needs. In this area the 
council recommends that: “The fi- 
nancing of the voluntary hospitals, 
both current operations and capital 
needs, must be placed on a sounder 
basis in_order that these hos- 
pitals may survive and assume 
the broadened responsibilities rec- 
ommended in this report.” 

Proposals backing up this rec- 
ommendation are: 

1. With respect to current fi- 

nancing, city reimbursement of 
voluntary hospitals for care of city 
patients should be based on the 
recently adopted formula by which 
Associated Hospital Service of New 
York (Blue Cross) reimburses the 
hospitals, or should be on a ba- 
sis providing comparable assurance 
that these costs properly charge- 
able to the care of city patients are 
adequately reimbursed, rather than 
upon a uniform daily rate as at 
present. 
2. With respect to capital financ- 
ing, there should be coordinated 
campaigns to raise capital funds 
from voluntary contributions; an 
expanded Hill-Burton program of 
federal grants for hospital con- 
struction; a program modeled on 
the Hill-Burton program financed 
by city or city and state funds, 
possibly supplemented by a pro- 
gram of long-term loans, and 
in exceptional circumstances, con- 
struction by the city of a hospital 
or hospital wing to be leased to 
and operated by a voluntary hos- 
pital. 


concerns hospital costs and the 
community’s expenditures for hos- 
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pital care. The council predicts 
that hospital cost per patient day 
may increase as much as 45 per 
cent in the next five years. The 
council recommends that: ‘“‘There 
should be continuing efforts to 
guard against unnecessary hospital 
expenditures and to insure that 
the community’s needs for hospital 
care are met as efficiently as pos- 
sible.” 

In order to carry out this recom- 
mendation it is urged that: 


1. There should be continuing , 


and vigorous efforts to insure that 
patients who can be adequately 
cared for in nursing homes or 
other less costly facilities, or on an 
ambulatory basis, not occupy hos- 
pital beds. 

2. There should be effective 
measures to insure that hospital 
construction is dictated by com- 
munity needs. 

3. Steps should be taken to re- 
duce the number of small volun- 
tary and proprietary hospitals in 
the community and to coordinate 
more effectively the services of- 
fered by the remaining hospitals. 


The council’s fourth recommen- 
dation based on its study was that: 
“The proportion of New York City’s 
hospital bill paid for by the patients 
themselves, directly or through in- 
surance, should be increased.” 
Proposals supporting this recom- 
mendation are: 

1. Everything possible should be 
done to increase the proportion of 
the population covered by hospital 
insurance, especially among the 
aged, and to increase the adequacy 
of the coverage. 

2. Both voluntary and municipal 
hospitals should assure themselves 
that patients able to pay all or 
part of the costs of their care, 
either directly or through insur- 
ance, do so, so that these costs are 
not unjustifiably charged against 
the hospitals’ philanthropic re- 
sources or against tax funds. 

3. Voluntary hospitals should 
increase their role in the care of 
patients unable to pay the full cost 
of their care. 

4. There should be experimen- 
tation with methods of postpay- 
ment for hospital care. bad 


An important phase of the study 


N. Y. Governor Asks State Legislature 
To Broaden Aged Medical Care Program 


A program that would provide $40 million more in public funds to 
meet the medical expenses.of New York’s aged was recommended by 
Gov. Nelson A. Rockefeller in his annual message to the New. York State 


Legislature on January 4. 


Governor Rockefeller’s medical care proposal was one of a series of 


recommendations, including some 
on hospital planning and cata- 
strophic health insurance. : 
The proposal, under which the 
state would cooperate in a federal 
program for medical care to the 
aged, would add 92,000 more state 
residents to the 170,000 already 
under government programs for 
medical care of persons 65 years 
of age or over. The plans would 
be designed for elderly persons 
who are unable to meet medical 
bills, although capable of support- 
ing themselves otherwise. Under 
Governor Rockefeller’s proposal, 
the state would get $47.5 million 
in additional federal aid by taking 
advantage of federal legislation 
enacted last year. The state would 
raise its contribution by $10,250,- 


000, and the contribution of local - 


government would be reduced by 
$17,750,000. 
In regard to a federal aged care 


program, the governor said: “It is . 


my conviction ... that far more 
comprehensive federal legislation 


is required to help our senior citi- 
zens meet their medical needs.’”’ He 
pointed out that it was his belief 
that the only fiscally sound ap- 
proach to the financing of such a 
federal program is through the 
proven contributory system of so- 
cial security. ““This should be done 
in a way that includes, however, 
a voluntary feature providing a 
choice to the beneficiary of taking 
either: (1) benefits under a sched- 
ule set up under the social secu- 
rity system, or (2) a direct cash 
payment to cover purchase of pri- 
vate health insurance providing 
benefits that are at least equal to 
those specified in the social secu- 
rity benefit schedule,” the gover- 
nor said. He stressed the voluntary 
or optional feature, stating that it 
“is essential to preserving the 
principle of individual choice in 
connection with such a program, 
and to foster continued develop- 
ment of private health insurance 
plans for the elderly.” ba 
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Plan Finds Rates Adequate, 


Credits ‘Careful Hospital Use’ 


Capital Hospital Service (Blue 
Cross) of Harrisburg, Pa., has an- 
nounced that current rates, in effect 
since August 1959, have been more 
than adequate, deferring the ne- 
cessity of seeking increased sub- 
scriber dues at least for several 
months. The announcement came 
as a result of a lower rate of in- 
crease in the use of hospitals than 
was expected. 

Thomas A. Willson, president of 
the Central Pennsylvania Blue 


Cross Plan, praised the combined 


efforts of the medical profession, 
hospitals and subscribers for their 


- cooperation in “making possible a 


more careful use of Blue Cross 
hospital services.”’ 

It was pointed out that while 
efforts to encourage more careful 
use of hospital services had been 


pital care had increased in 1960 


over 1959, and was continuing to 


rise by approximately one per cent 
per month, indicating that the Plan 
may be forced to increase rates 
within the next few months. 
Richard D. Rife, executive vice- 
president of the Plan, praised com- 
mittees set up by the Plan’s 45 
member hospitals for their part in 
controlling unnecessary admissions 
and reducing the length of hospital 
stay. In addition, doctors working 
with the Plan’s Medical Advisory 
Council, and hospital administra- 
tor, cooperating with the Hospital 
Advisory Council, have sponsored 


programs in. their respective fields 


aimed at establishing levels of 
hospital usage consistent with 
medical practice. 


Hospital Immunity Doctrine 
Revoked by Wisconsin Court 


A precedent-setting decision was 
handed down in the Wisconsin 
Supreme Court on January 10, 
when it ruled to abolish the doc- 
trine of charitable immunity which 
had exempted charitable hospitals 
from liability for their own négli- 
gence. 

The high court upheld a decision 
of the circuit court which held that 
Doctor’s Hospital-in Milwaukee 
was not exempt from liability un- 
der Wisconsin law. 

A 65-year-old woman, in a suit 


brought by her guardian, alleged | 


that she fell out of bed Aug. 27, 
1956, and refractured her hip be- 
cause the hospital failed to pro- 
vide guard rails. Doctor’s Hospital 


argued that as a charitable insti- 


tution it could not be held liable. 
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. suecessful, the cost per day of hos-— 


In upholding the original ruling, 
Justice Grover L. Broadfoot said 


the supreme court assumed that 


the hospital was a charitable in- 
stitution, but the question was 
whether a charitable hospital 
should be exempt from liability. ® 


Dr. Hawley Retires; 
Dr. North New ACS Head 


Paul R. Hawley, M.D., retired as 
director of. the American College 
of Surgeons on January 31. Dr. 
Hawley became director in March 
1950 after a distinguished career 
with the Army Medical Corps, 
where he served as chief surgeon 
of the European Theater of Opera- 
tions during World War II. He was 


DR. NORTH 


DR. HAWLEY 


chief medical director of the Veter- 
ans Administration upon his re- 
tirement in 1946, and in 1948 
became the first chief executive 
officer of Blue Cross and Blue 
Shield Commissions. 

_ The new director of the college 
is John Paul North, M.D.; former 
clinical professor of surgery at 
Southwestern Medical School of 
the University of Texas and chief 
of the surgical service at the 
Veterans Administration Hospital 
in Dallas, Tex. Dr. North was 
chief of surgical service in the 
China-Burma-India Theater dur- 
ing World War II, and in 1954 he 
served as consultant in the Euro- 
pean Theater. 

Dr. North joined the staff of the 
College of. Surgeons in June 1960 
as director designate, and will as- 
sume his new duties February 1. ® 


ACHA Honors C. B. Randall 


As Executive of the Year 


A new “Executive of the Year” 
award will be granted by the 
American College of Hospital Ad- 
ministrators to Clarence B. Ran- 
dall, retired chairman of the board 
of the Inland Steel Company, Chi- 
cago, at its annual Congress on 
Administration February 2-4 in 
Chicago. Mr. Randall was selected 
by the college for his distinguished 
services as an administrator serv- 
ing the fields of business, educa- 


tion, philanthropy, government and 
community affairs. 

Others to be honored are Prof. 
Melville Dalton, winner of the 
James A. Hamilton Hospital Ad- 
ministrators’ Award for his book, 
Men Who Manage; Ray E. Brown, 
winner of the college’s Article 
Award for his paper, “The Nature 
of Administration,’ one of a series 
on management written for The 
Modern Hospital, and Prof. War- 
ren G. Bennis, winner of the Edgar 
C. Hayhow Award for his article, 
“Problem-Oriented Administra- 
tion,” published in Hospital Ad- 
ministration. | 

The guest speaker for the Arthur 
C. Bachmeyer Memorial Address 
will be Benjamin M. Selekman, 
Kirstein Professor of Labor Rela- 
tions Emeritus at Harvard Univer- 
sity and author of the new book, 
A Moral Philosophy for Manage- 
ment. 


Charleston, W.Va., Surveys 
Hospital Facilities and Needs 


A professional survey of hospital 
facilities and their related services 
began in January in the Charles- 
ton (W.Va.) area. A special hospi- 
tal facilities study committee, ap- 
pointed by the county welfare 
council, recently completed ar- 
rangements with Franz Goldmann, 
M.D., associate professor of pre- 
ventive medicine emeritus of Har- 
vard University, to direct the sur- 
vey. 

It was reported that the survey, 
which is similar to those conducted 
in Pittsburgh, Cleveland, Colum- 
bus and other larger cities, will 
have a three-fold purpose: (1) to 
obtain an analysis and appraisal 
of the existing and contemplated 
hospital facilities and their serv- 
ices; (2) to determine the com- 
munity’s needs and the extent to 
which these facilities and services 
meet those needs, and (3) to ob- 
tain advice and guidance as to how 
the community can best provide 
for unmet needs now and in the 
future. 

Approximately $14 miltion has 
been spent in the Charleston area 
for hospital expansion and con- 
struction, approximately half of 
this coming from donations of pri- 
vate individuals, corporations and 
professional groups. Since this 
represents a major figure in re- 
sources, it is felt that the survey 
will prove important in planning 
for future expansion and need, 
and will be a definite aid in de- 
termining possible duplication of 
services or facilities. s 
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American Hospital Association 


You are eligible for personal 
membership if you are 

affiliated with an 
AHA Institutional member. 


Examples are: 
e Administrators 
_@ Members of hospital governing boards 


e Members of hospital auxiliaries 
holding institutional membership 


in the AHA 
e Hospital department heads 


e Other administrative, supervisory, 
technical or professional 
personnel 


e Full-time students 
in university courses 
in hospital administration 


The AHA also offers 

personal membership departments 
for hospital engineers and 
hospital purchasing agents. 

These departments provide 

a number of special 

services to their members 
including their own 


monthly newsletters. 
3 AMERICAN HOSPITAL ASSOCIATION 


840 North Lake Shore Drive 
Chicago 11, Illinois 


‘on personal membership in the AHA. 


Please send me your “Key” folder giving details 


name title 


hospital or organization 


address 


zone state 
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Two Short Courses Planned 
For Directors of Volunteers 


Two short courses for directors 
of hospital volunteer services will 
be sponsored by the American 
Hospital Association this summer. 

The first, beginning June 5, will 
be offered by the Program of Con- 
tinuation Education of the Colum- 
bia University School of Public 
Health and Administrative Medi- 
cine in New York City. The second, 
beginning July 10, will be con- 
ducted by the Graduate Program 
in Hospital Administration at the 
University of Chicago. 

Announcements for both courses 
have been mailed to all institu- 
tional members of the AHA as 
well as to nonmember hospitals. 
Further information may be ob- 
tained from Harold Baumgarten. 
Jr., assistant professor, Adminis- 
trative Medicine, Columbia Uni- 
versity, 600 West 168th Street, 
New York 32, N.Y., and Ray E. 
Brown, director, The Graduate 
Program in Hospital Administra- 
tion, 950 East 59th Street, i aon 
37, Ill. 


Popper and Sons Buys 
Hypodermic Needle Firm 


Popper and Sons, Inc., of New 
York, manufacturers of pharma- 
ceutical and marking equipment, 
announced on December 7 the pur- 
chase of the controlling interest in 
Everett Products Inc. of Provi- 
dence, R.I. 

Everett Products | is one of the 
largest manufacturers of hypo- 
dermic and dental needles in the 
United States. It is the American 
subsidiary of S. and R. J. Everett 
and Co. Ltd. of England, the larg- 
est manufacturer of syringes — 
needles in Europe. 


Groups Elect Officers 


Ilinois Hospital Association: Presi- 
dent, George K. Hendrix, adminis- 
trator, Memorial Hospital, Spring- 
field: president-elect, Leonard P. 
Goudy, administrator, Proctor 
Community Hospital, Peoria; treas- 
urer, Norman D. Bailey, executive 
director, Grant Hospital, Chicago. 


Hospital association meetings 
(Continued from page 6) 


24-27 Nursing Inservice Programs, New 
York City (Sheraton-Atlantic Hotel) 

24-28 Medical Record Librarians, on Prin- 
ciples of Medical Record Manage- 
ment (Advanced), Chicago (AHA 
Headquarters) 

24-28 National Association for Practical 
Nurse Education and Service, De- 
troit (Statler Hilton Hotel) 

25-28 Hospital Engineering, Dallas, Tex. 
(Adolphus Hotel) 

26-27 Iowa Hospital Association, Des 
Moines (Fort Des Moines Hotel) 
26-28 Midwest Hospital Association, Kan- 
sas City (Municipal Auditorium and 

President Hotel) 


MAY 


1-3 Tri-State Hospital Assembly, Chicago 
(Palmer House) 

4-5 Association of University Programs 
in Hospital Administration, San An- 
tonio, Tex. (Brooke Army Medical 
Center, Fort Sam Houston) 

8-10 Hospital Organization, New York 
City (Sheraton-Atlantic Hotel) 

8-10 Machine Accounting and Data Proc- 
essing, Chicago (AHA Headquarters) 

8-10 National Red Cross Convention, Cin- 
cinnati 

8-12 American College of Physicians, Bal 
Harbour, Miami Beach (Americana 
Hotel) 

8-12 American Psychiatric Association, 
Chicago (Morrison Hotel Auditorium) 

9-12 Nursing Home Administration, Omc- 
ha, Nebr. (Sheraton-Fontenelle Hotel) 

10-12 Upper Midwest Hospital Conference, 
St. Paul (Auditorium) 


11 Massachusetts Hospital Assembly, 
Boston (Statler Hotel) 

14-17 Texas Hospital Association, 
(Memorial Auditorium) 

15-18 Hospital Dental Service (Basic), Bos- 
ton (Somerset Hotel) 

15-18 Occupational Therapists, Washinc- 
- ton, D.C. (Willard Hotel) 

17-19 Hospital’ Association of New York 
State, Atlantic City, N.J. (Convention 
Hall) 

17-19 Middle Atlantic Hospital Assembly, 
Atlantic City, N.J. (Convention Hall) 

17-19 New Mexico Hospital Association, 
Albuquerque (Western Skies Hotel) 

22-25 Evening and Night Nursing Service, 
Detroit (Pick-Fort Shelby Hotel) 

22-26 Shared Dietitian and Dietary Con- 
sultant, Chicago (AHA Headquarters) 

23-24 Credits and Collections, Atlanta 
(Henry Grady Hotel) 

26-27 Tennessee Hospital Association, Gat- 
linburg (Riverside Hotel) 

29-31 Arkansas Hospital Association, Hot 
Springs (Arlington Hotel) 


JUNE 


1-2 New Hampshire Hospital Associa- 
tion,- Newcastle (Wentworth-by-the- 
Sea) 


Dallas 


2-7 American Physical Therapy Associa- | 


tion, Chicago (Palmer House Hotel) 
5-7 Hospital Purchasing (Advanced), Chi- 
cago (AHA Headquarters) 
5-9 International Hospital Federation, 
Venice, Italy 
6-7 Maine Hospital Association 
6-8 Patterns and Principles for Auxiliary 
Leaders, Washington, D.C. (Willard 
Hotel) 
12-15 Nursing Service Supervision, Chicago 
(AHA Headquarters) 
12-15 Catholic Hospital Association, De- 
 troit (Cobo Hall) 
14 Connecticut Hospital 
Berlin 


Association, 


18-20 Michigan Hospital Association, Grand 
Rapids (Hote] Pantlind) 

19-21 Administrators’ Secretaries, Chicacc 
(AHA Headquarters) 

19-23 Hospital Pharmacy (General), Al- 
bany, N.Y. (Siena College) 

21-23 North Carolina Hospital Association, 
Asheville (Grove Park Inn) 

24-29 International Convention of X-ray 
Technicians, Montreal (Queen Eliza- 
beth Hotel) 

26-28 Executive Development of Depart- 
mental Directors, Chicago (AHA 
Headquarters) 

26-28 Comite des Hopitaux du Québec, 
Montreal (Show Mart) 

26-29 Supervision, Little Rock (University 
of Arkansas Medical Center) 
26-30 American Medical Association, New 

York City (Coliseum) 


JULY 


31-Aug. 4 Hospital Purchasing (Advanced), 
Kansas City (Bellerive Hotel) 


: The fight for the health care dollar 


(Continued from page 37) 


dous rise in educational levels and 
in the over-all level of. consumer 


- tastes makes it highly likely that 


consumers will place a steadily 


rising value on health care, re- 


gardless of price—within limits, of 
course. Then, too, Blue Cross and 
its competitors have shown a re- 
markable capacity for innovation. 
Indeed, it has been said that the 
phenomenal growth of voluntary 
prepaid medical and hospital in- 
surance in the postwar period has 
been one of the outstanding ex- 
amples of social innovation, mak- 
ing possible universal access to 
medical and hospital care without 
impairing the doctor-patient rela- 
tionship and without imposing 
government control. If voluntary 
prepayment continues to show the 
same imagination and flexibility in 
devising new methods to meet the 
needs of the Sixties, we can be 
confident that the health care 
market will at least equal, and 
quite probably surpass, the poten- 
tials suggested here. Ld 


Minority group integration 
in hospitals 
(Continued from page 48) 


jobs. Serious limitations of oppor- 
tunity for upgraded jobs in many 
of the hospitals still remain. While 
Oriental women have been hired 
for clerical jobs in a number of 


hospitals, Negro women continued 


to find difficulty in getting such 


HOSPITALS, J:A.H.A. 
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jobs and were discouraged by some 
private employment agencies. and 
business schools from training or 
applying for such positions in hos- 


pitals. In a professional field such ~ 


as pharmacy, opportunities for 
Orientals have opened in many 
- hospitals but only one hospital re- 
ported having a Negro pharmacist. 
Few hospitals employed any medi- 
cal social workers, but, with one or 
two exceptions no nonwhite social 


workers were reported at any hos- 


pital. 

The substantial proportion of 
' Negro vocational nurses and nurses 
aides in many hospitals suggests 


that this work is becoming an ac- 


cepted field of hospital employ- 
ment for Negro women. 

In the hospitals surveyed, ad- 
ministrative positions on the top 
level or middle management level 
generally were not available to 
nonwhite persons, nor were train- 
ing opportunities for such positions 
even on lower managerial levels 
open to nonwhites. The few excep- 
tions in supervisory positions usu- 
ally were Oriental employees. 


HOSPITAL POLICY 


The great majority of hospitals 
stated that they have a definite 
policy of merit employment and 
integration. However, in no in- 
stance was there any explicitly 
stated policy or a comprehensive 
program for communicating and 
implementing this policy. In almost 
every case, this policy was de- 
scribed as “taken for granted”. 
This lack of a specifically stated 
policy appears to give the super- 
visory, Managerial and personnel 
people discretionary power in exer- 
cising restrictions. Lack of an ex- 
plicit policy also involves frequent 
failure to tell doctors, patients, 
employees, schools, employment 
agencies and minority and inter- 
group agencies what actually is 
involved in the policy. | 

A substantial number of hospi- 
describing their employment 
policy as one of integration and 
merit, gave information contrary 
to this practice. Inclusion of items 
of race, religion or national origin 
in many of the employment appli- 
cation forms showed that a large 
. proportion of hospitals have not 
taken this simple step. Other con- 
tradictions included separating Ne- 
gro and white patients: allowing 
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department heads to use discre- 
tionary power in not hiring quali- 
fied minority applicants; hiring 
workers of some minority groups 
only for certain jobs; limiting or 
restricting medical staff appoint- 
ments or internships for minority 
groups; and failing to recruit 
trainees from certain groups. 

The major reason for this dis- 
crepancy in employment practice 
appears to be the fear of adverse 
reactions from patients, doctors, 
employees or the community if a 
comprehensive policy of integra- 
tion and merit employment were 
adopted. However, experience has 
shown that most fears are unwar- 
ranted. | 


BARRIERS COMING DOWN 


Many barriers against adequate, 
equal and integrated hospital and 
health facilities for minority 
groups are coming down. As exist- 
ing discrimination barriers in hos- 


pitals are removed and as racial 


and ethnic restrictions: in training, 
employment upgrading and hous- 
ing are eliminated, the health and 
welfare of minority families and 
consequently of the entire com- 
munity will improve at .-a much 


‘faster rate than in recent years. ® 


Creative purchasing: 
imagination plus research 
| (Continued from page 63) 
in 18 months. Each manufacturer 


permitted us to bring in a suite 
of his furniture to install in one of 


our present rooms. 


One manufacturer offered a 
highly acceptable suite of furni- 
ture with the exception of the 
patient chair. It was most uncom- 
fortable, even though it was very 
good looking. The purchasing agent 
in this case liked the furniture so 
well that he wanted to make the 
chair comfortable, so he redesigned 
this chair. It is now standard stock 
with that manufacturer. 

Because of rising costs, the na- 
tion’s hospitals are in the public 
spotlight, and under close scrutiny. 
We to whom America’s hospitals 
are entrusted would do well to 
take stock of ourselves, our meth- 
ods and our philosophy of opera- 
tion. Purchasing, efficiently handled 
by qualified agents, is a good place 


- to tie the anchor on supply costs. ® 


_“There’s no problem. Pye. 
found that a HOSPI 
_ TALS classified adver 
_ tisement gets greater re- 
sults whether you’r 
selling something ox 
looking for help. | 4 
The reason? HOSPEE 
TALS’ higher circulation 
means more people see 


your ad! It’s as simple 

that!” 
_ HOSPITALS, 
840 N. Lake Shore Drive 


Chicago 11, il. 


* 
RE 
| 
i 


FEBRUARY 1, 1961 


Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4— For 


Sale; 5—Positions Wanted; 6—Posi- 


tions Open; 7—Miscellaneous. 
Transient Rate: Thirty-five cents a 


word; minimum charge $5.00 per 


insertion. 

Contract Rate: Six-point body 
lines, 13 pica columns, $1.60 per 
line; eight-point display lines $2.00 
per line. Five per cent discount for 
twelve-insertion contracts with no 
change of copy. Ten per cent dis- 
count for twenty four-insertion con- 
tracts with no change of copy. 


FULL TIME HOSPITAL INVENTORY 
SERVICE AVAILABLE: We will take a 
written, itemized and extended inventory 
of your pharmacy, delivered to you in 
book form, tailored to suit your personal 
requirements. We are happy to announce 
the utilization of I.B.M. Computing Equip- 
ment for the complete pricing, extending 
and printing of the inventories of our 
clients beginning about April, 1961. Cover- 
age at the present time includes the fol- 
lowing states: New Jersey, New York, 
Pennsylvania, Delaware, Maryland and 
Washington, D. C. Write or call us collect 
for further information without obligation. 
INVENTORIES INCORPORATED, 1120 
West Girard Avenue, Philadelphia 23, 
Pennsylvania, POplar 9- 0200. 


SERVICES 


Woodlyn rest private hospital, Inc., offers 
the finest in CHRONIC AND CONVALES- 
CENT CARE for post-operative, conva- 
lescents, semi-invalids diabetic, shock and 
fracture patients. Established in 1950. Hen- 


rietta L. Salvatore R.N. Superintendent of 


Nursing, Woodlyn Rest Private Hospital, 
Inc., Scott Road, Prospect 12, Connecticut. 


WANTED 


Part or full time exclusive DISTRIBUTOR 
franchise to sell Medicine and Physicians’ 
supplies to doctors and hospitals. $2200 re- 
quired for franchise, no cash, self liquidat- 
ing. Dignified profitable work, no pressure, 
experience not required. ZIEGLER CORP., 
500 Franklin Street, Buffalo, New York. 


INSTRUCTION - 


UNIVERSITY OF OSLO INTERNATIONAL 
SUMMER SCHOOL offers again: MEDI- 
CAL CARE AND PUBLI HEALTH 
SERVICES IN NORWAY. Planned for 
physicians, dentists, health administrators, 


ited) July 1-28, 1961. W 


School Admissions Office, Northfield, Min- 
nesota. 


FOR SALE 


ONE 22000 GALLON ALL STEEL WATER 
TOWER: One 25 HP 3” pump, Two 10 HP 
2” pumps, One 5 HP 1%” _ mp. In excel- 
lent condition. Brunswick Hospital Center, 
Inc., 366 Broadway, Amityville, New York. 


STAINLESS STEEL AUTOCLAVE. Scanlan 
Morris type, A420; serial 10173. 20”x46” on 
stand. traps and valves. Needs separate 
steam Bethesda -Hospital, Crooks- 
ton, 


100 


POSITIONS OPEN 


PURCHASING AGENT: To organize and 
direct a centralized purchasing department 
for a 160 bed general hospital located in 
a beautiful residential section along the 
North Shore of Chicago. Expansion and 
remodeling program in progress. Two years 
of Hospital Purchasing experience neces- 
sary, degree desirable. Submit complete 
resume of training, experience, and salary 
requirements to Personnel Director, High- 
land Park Hospital, 718 Glenview, High- 
land Park, Illinois. 


NURSING SERVICE DIRECTOR for a 
modern 300 bed Catholic hospital in north- 
ern Indiana; prefer a Master’s Degree in 
nursing service and at least five years of 
experience as director or assistant direc- 
tor of nursing service in a 200 to 300 bed 
approved hospital; liberal benefits. Send 
complete resume and salary desired with 


first letter and enclose a recent photo if 


available to: HOSPITALS, Box K-41. 


DIRECTOR OF NURSING for a 180-bed 
hospital located in southern New England. 
Must have Masters Degree and be capable 
of directing nursing school and service. 
Salary $7,500 up, dependent upon experi- 
ence. Excellent fringe benefits. Willing to 
consider persons with limited experience 
who have potential. Please provide full 
details in first letter. ae od HOSPITALS, 
Box K-40. 


MALE R.N. with psychiatric experience. 
Beginning salary up to $6,540 per annum 
in accordance with training and experi- 
ence. Periodic salary increase on merit. 
Retirement, social security, group dis- 
ability, vacations, sick leave, and other 
fringe benefits. R. R. Cameron, M.D., Su- 
perintendent, Security Mental Health Hos- 
pital, Box B, Anamosa, Iowa. 


DIRECTOR OF HOUSEKEEPING; full re- 
sponsibility for housekeeping service of 
large private hospital located in the state 
of New York. Experience in field is de- 
sirable, but will consider man with related 
experience. Must be able to participate in 
top management. Excellent salary and at- 
tractive benefits. If interested, please sub- 
mit complete resume to: HOSPITALS, Box 


DIETITIAN: needed for 93 bed JCHA ap- 
proved general hospital located on South 
Atlantic coast. Prefer ADA member with 
hospital experience. Good personnel poli- 
cies. Salary open. Send resume, including 
references, experience, date available, and 
salary desired in first letter. Apply Miss 
Ruth M. Puehler, Administrator, George- 
town County Memorial Hospital, George- 
town, South Carolina. 


DIRECTOR, PUBLIC HEALTH LABORA- 
TORY: Three years of responsible profes- 
sional experience in a medical or public 
health laboratory. Ph.D. major in bacteri- 
ology or any equivalent combination of ex- 
perience and training. Salary open. Write: 
Arthur S. Taylor, Personnel Officer, Health 
and Welfare Department, State House Au- 
gusta, Maine. 


ADMINISTRATOR; for new community 
hospital opening May 12. 27 beds, central 
facilities for additional 20 beds. No pre- 
vious hospital in this area. Write: A. 
Dicran Ackland, President, Board of Di- 
rectors, Morenci Area Hospital, Inc., 
Morenci, Michigan. 


PERSONNEL DIRECTOR: Male, college, 
680 bed general eastern hospital. Wide 
experience. All phases personnel work re- 
— Salary open. Address HOSPITALS, 
Box K-31. 


MEDICAL RECORDS LIBRARIAN: RRL— 
Salary open, university town. Apply Mid- 
dlesex General Hospital, New Brunswick, 
New Jersey. 


DIETITIAN: ADA—Good salary and con- 
ditions, university town. Apply Middlesex 
General Hospital, New Brunswick, New 
Jersey. 


-to estab dept; 


‘ity; excel oppor; SW. 


for 32 bed hospital, 


ADMINISTRATOR: 
general services. Well equipped and serv- 
ing a county of 16,000 for 8 years. Male or 
female R.N. Administrator preferred. 


Bertha C. Dean, Administrator Hancock 
County Memorial Hospital, Britt, Iowa. 


NURSE ANESTHETISTS: Two (2) re- 
quired, salary to $700 per month, depend- 
ing on experience. New fifty bed hospital, 
liberal personnel policy. Apply Adminis- 
trator, Dearborn County Hospital, 600 Wil- 
son Creek Rd., Lawrenceburg, Indiana, or 
phone collect, 1010. 


STAFF PHYSICAL THERAPIST. Willing 
to consider recent graquate. In and out- 
patient work. Well equipped department. 
Good starting salary. Write to the Assistant 
Administrator, Memorial Hospital, Casper, 
Wyoming. 


HEAD DIETITIAN: 93 bed general hospi- 
tal. Purchasing, menu planning, supervi- 
sion. Quarters available. Salary from $5,000. 
Reply direct: Administrator, Chelsea Me- 
morial Hospital, Chelsea 50, Massachusetts. 


DIRECTOR OF NURSING EDUCATION: 
New school and residence. facilities in 
planning stage. Small school, good salary, 
colleges, nice little city. Asbury Hospital, 
Salina, Kansas. 


OUR 64th YEAR 


WOODWARD essex 


FORMERLY AZNOES 


185 Wabash Chicago, 


RAndolph 6-5682 


ADMINISTRATORS: (a) Internist w/aca- 
demic backgrnd; dir med educ, 200-bd 
full-apprvd gen, seeking med schl affil; 
sal about $20,000; city 300,000; warm cli- 
mate. (b) MHA, topflight; dir 750-bd, med 
schl affil full accred hsp; lge city, excel 
sal; E. (d) Male or female w/5 yrs adm 
exper; new 130-bd JCAH vol gen hsp; © 
minimum sal $10,000; MidE. (e) Adm, 70- 
bd hsp; coll twn, $8,000; MW.(f) Asst adm, 
w/post grad wk in hsp adm 900-bd univ 
med hsp; sal equal to educ, exper & abil- 
(g) Asst adm, 700- 
bd full-apprvd; $12,000, increas’g $14,000; 
MW. (th) Asst, w/exper and degree; new 
post under FACHA; 275-bd full accred 
hsp; $7500-$10,000; nr Washington, D.C. (j) 
Adm asst, yng, 200-bd accred hsp; good 
sal; twn 40,000: Ww. 


ADMINISTRATIVE POSTS: (k) Auditor 
w/coll degree, w/2 yrs exper in hsp; 750- 
bd gen, full accred; approx $7000; MW. (1) 
Cl mangr, w/exper as mangr or in public 
relatns, personnel, & acctng; 20-man grp, 
12 Cert; $12-$15,000; S. (m) -Comt; w/de- 
gree in acctn, for: 350-bd full accred gen 
hsp; good sal; Fla (n) Personnel dir qual 
exec level; 650-bd JCAH 
hsp; 2 units; reqs male, under 40, pref 
coll grad w/exper; univ city; E. 


ANESTHETISTS: (a) Vol gen 300-bds; to 
$7200; coll twn, Tex. (b) Join busy dept, 
very little OB; 125-bd gen; 

(c) New, airconditnd gen 
50-bds; 75 surg proc per mon; to $8400; 
sm. twn nr lge ctr, MS. (d) Full-accred 
vol gen 350-bds; $6000 & & call; Fla. 


DIRECTOR OF NURSES: (a) MS req'd, 
Hd dept, 125-bd gen affil, excel : ae 
$10,000; MW. (b) BS req’d, Hd dept, aut 
equip’d 150-bd gen open less than 1 yr; 
$7500; res suburb, univ city; S. (c) MS, 
Hd schl, serv in 250-bd gen hsp; 50 stu- 
dents; vic $8500; resort city; NE. (d) Resp 
to Adm for 150 empls, nursing serv; lige 
chronic hsp; NE. 


FOOD SERVICE MANAGERS: (a) new 
300-bd gen, nearng completn, Calif coast 
(b) Hd new dept, complet’g late ’61; min 
$7000; suburb lge city; SE. 


PHYSICAL THERAPISTS: (a) Hd der t, 
new facils, equip; 150-bd gen; vic $7 
MW. (b) Chief, well-estab dept, req’s re- 
bldg; 150-bd apprv’d gen; vic $6800, % 
later; Pac NW. (c) Hd, dev new Gopt, 
120-bd apprv’d gen; twn 20,000; MW. 
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nurses, social workers. (Registration lim- 
ite: Oslo Summer 


THE MEDICAL BUREAU 
Burneice Larson, Chairman of the Board 


900 North Michigan Ave. 
Chicago 11, Illinois 


ADMINISTRATORS: (a) M.D. Administra- 
tor, 5 years exp. large hsp, M.W. $23,000; 
(b) Adm., M.H.A. required, 800 bed vol- 
untary general hsp., model M.W. city, 
175,000; $15-$18,000 (c) Adm., Florida re- 
sort area, hsp. $10-$14,000; (d) Adm. 30 
bed hsp. in bldg. process; 100 miles from 
Chicago; $7-8000; (e) Adm. 60 bed hsp. 
expanding to 100; start $8000; near univ. 
ctr. Iowa; (f) Asst. Dir leading western 
univ. hsp, 900 beds; $10,000 up; (g) Asst. 
Adm. 350 bed hosp., univ. affil. near Chgo; 
$8-$10,000 H2-1. 

ADMINISTRATIVE PERSONNEL: (a) 
Controller, leading Florida coast resort hsp. 
$8000 up; also New York City, $9-10,000; 
(b) Purchasing Agent, reorganize dept. 
leading univ. med. ctr. hsp. N.W. $10,000; 
(c) Food Service Director, brand new hsp., 
Illinois, $7-$8000 start; (d) Laundry Man- 
ager, 350 bed hsp. near Chicago, $6000 start; 


ANESTHETISTS: (a) Male, join M.D. in 
private practice near Seattle; fee basis; 
(b) Anes. no O.B.; to cover service with 
another, 90 bed hosp., near Dallas; busi- 
ness arrangements to be discussed; (c) 
M.D. needs second anes. for growing prac- 
tice, 135 bed hosp; modern dept; _ 
South; (d) Responsible for entire service 
small M.W. hsp. start $8500; (e) Staff, 350 
bed hsp; either straight O.B: or surgery; 
Florida ocean city; $6000; H2-3. 


DIETITIANS: (a) Chief Dietitian, organ- 
ize dept.; employ staff for new hsp. near 
Chicago, $7-8000; (b) Chief, 150 bed hsp. 
all new equipment; modern plant near 
Cape Cod; top salary, maintenance. H2-4. 
DIRECTORS OF NURSING: (a) Dir. School 
and service, 300 bed hosp. near N.Y.C. 
$10,000; (b) Dir. experience nursing serv- 
ice;=+leading univ. hsp. person with pro- 
gresSive ideas, initiative required; some 
research; $10,000, East; (c) Dir. Education 
450 bed hosp; N.L.N. school; 200 students 
to $8000 start M.W.; (d) Direct newly 
created collegiate nursing program; start- 
ing enrollment 50 students; good salary; 
exc. fringe benefits; N.W. (e) In-Service 
Dir. 300 bed hsp. Florida ocean city, $5500 
up; H2-5. 

EXECUTIVE HOUSEKEEPERS: (a) Man- 
age dept. fairly new 250 bed hsp. near 
N.Y.C., start $5300, mtce. avail. (b) Male 
preferred for 320 bed hsp. near Washing- 
ton, D.C., $6-$7500. H2-6. 

MEDICAL RECORD LIBRARIANS: (a) Di- 
rector, 24 in department of 700 bed hospi- 


tal with medical school affiliation, $6-7500; 
Texas; (b) Chief, 300 bed hospital, ocean 
resort city; Florida; to $6000; (c) Chief, 
300 bed hospital near Detroit, $6000 up; 
H2-7. 


DOROTHEA BOWLBY ASSOCIATES 
8 South Michigan Avenue Chicago 3, Il. 
Suite 603—ANdover 3-5293 | 
Dorothea Bowlby, Director 


A Specializea Empioyment Service for 
Medical and Hospital Personnel. (Men 
and Women.) For Administrators, Person- 
ne] Directors, Business Managers, Dieti- 
tians, Physicians, Directors of Nurses, 
Physical Therapists, Occupational Thera- 
pists . Engineers, Plant Superintendents, 
Pnarmacists, Medical Record Librarians, 
Anestnetists. Public Relations Directors, 
Housekeepers, Bacteriologists, Biochemists, 
Meaical Tecnnoiogists, X-Ray Tecnnicians, 
Food Service Managers. All inquiries from 
applicants are Kept strictly confidential. 


POSITIONS WANTED 


ministrative 


ASSISTANT ADMINISTRATOR: 
A.C.H.A., 33 M.S., M.S.H.A., past year ad- 
consultant, 300 bed New 
England Hospital, with excellent record 
in problem solving, reorganization, con- 
struction and laboratory management. 
Correspondence invited. Apply HOSPI- 
TALS, Box K-42. 


ADMINISTRATOR OR ASSISTANT AD- 
MINISTRATOR. Middle-aged man with 
degree in Hospital Administration seeks 
challenging new position. Has had exten- 
sive experience in most phases of admin- 
istration including personnel, fund raising, 
2 construction programs, and several years 
in a Catholic Sisters’ Hospital. Member of 
the American College of Hospital Admin- 
istrators. Address HOSPITALS, Box K-37. 


Experienced PUBLIC RELATIONS DI- 
RECTOR for 700-bed general hospital seeks 
re-location in upper middlewest or Rocky 
<a area. Address HOSPITALS, Box 


University graduate, lady, Ill. REG. 
PHARMACIST, desires civil service posi- 
tion. Address HOSPITALS, Box K-39. 


ADMINISTRATOR: Small hospital, North- 
east U.S. Eleven years experience in 
hospital and health field. Address HOSPI- 
TALS, Box K-38. 


ASSISTANT ADMINISTRATOR: B:5S., 
M.H.A. Experience in smaller hospitals. De- 
sire Wisconsin, Illinois, Indiana area. 
Extensive purchasing experience. Address 
HOSPITALS, Box K-4 


THE MEDICAL BUREAU 
M. Burneice Larson, Chairman of the Board 
900 North Michigan Ave. 
Chicago 11, Illinois 


(a) Medical Administrator, M.D., M.P.H., 
U. of Pitts.; exp. medical officer, Air Force 
Hospital Administrator, 12 years; Asst. 
Adm. leading university Hsp, three years; 
(b) Male Nurse Adm., B.S.; M.A., wishes 
to direct convalescent, psychiatric or 
geriatric home, N.Y., N.J., Conn.; (c) 
Anesthesiologist, American Board Diplo- 
mate; Asst. Chief Dept. Anes., 300 bed 
hsp. six years; 36 years of age; (d) Pa- 
thologist, certified Anatomy, Clinical; — 
med. school instructor; leading univ. la 

director; 32 years of age. 


OUR 64th YEAR 


WOODWARD essex" 


FORMERLY AZNOES 


ASD V.Wabash- Chicago, 


RAndolph 6-5682 


ADMINISTRATOR: MBA: MSHA: mem- 
ber ACHA; past 5 yrs, dir, 200-bd gen; 
seek adm lIgr progressive hsp, outstandg 
man w/excel references; 40. 


ASSISTANT ADMINISTRATORS: (a) 31; 
BS, bus adm; MSHA; 2 yrs adm asst; 4 
yrs asst adm, 300-bd gen hsp; no oppor 
to advanee; seeks asst large hsp; excel 
ref; any local; immed avail. (b) BS, ac- 
ctng; MHA; 1 yr asst adm 300-bd; 3 yrs 
adm 100-bd; seeks asst adm lIge hsp; post 
w/opport; FAHA; early 40’s. 


ANESTHESIOLOGIST: Currently Asst Prof 
& assoc attendg anes, med schl & its grad 
hsp & asst attend visitg anes at 1000-bs 
tchg hsp; seeks Dir, dept Anes, lge. hsp 
pref w/tchg; any local. 


MEDICAL DIRECTOR: Nationally recog- 
n’zd Bd surg seek’g dir-shp, med educ in 
lge tchg hsp w/surg privileges; coastal 
states; 8 yrs tchg professorial level; early 


PATHOLOGIST: 32; Cert, CP & AP; 5 yr 
path res; 2 yrs assoc path 275-bd full ac- 
cred hsp w/no oppor advancmnt; seeks 
assoc or dir; avail 3 months. 


RADIOLOGIST: Dipl, diag “& ther; 5 yrs, 
assoc rad, 500-bd hsp; seeks head dept; 
small or med size hsp; mid 30’s. 


Please schedule the following advertisement for the 


(Clip and Mail) 


HOSPITALS, Journal of the American Hospital Association 
840 North Lake Shore Drive, Chicago 11, Illinois 


issue(s) of HOSPITALS 
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PICTURE CREDITS 
pp. 38, 39, 40 St. Francis Hospital, Evanston, Illinois 


ospita re index is an 


books as well as to articles about hospitals. 


When preparing speeches, writing papers, evaluating work 
programs or getfing background for reports, you'll find the 
Index an invaluable aid. American Hospital Association, 840 - 


North Lake Shore Drive, Chicago 11, Illinois. 


102 


uthor-subject index of 

literature about hospital administration, planning and financ- 

‘ing, and administrative aspects of the medical, paramedical 

_* and prepayment fields .. . . in fact, almost everything about _ 
hospitals. The Index provides direct references to significant _ 
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63rd Annual Meeting 


Hospital Merchandise Mart 
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UNIVERSITY MICROFILMS 
*. 313 N FIRST STREET 
\ ANN ARBOR MICH 


we 


differs from all others ... it’s the only one designed 
specifically for hospitals. The advanced features 
of this compact, all-new Console are directly 
related to the Amsco Sonic Systems concept a 
resulting in the highest standards of cleaning, 
with significant savings in cost. . | 

The Console provides timesaving automation, 
with methods-engineered work flow, to program 
selected cycles of sonic cleaning, rinsings, and 
rinse-drying. Amsco Sonic Energy Systems are serv- 
ing many fine hospitals. When may we help YOU? 
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